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A Case for Diagnosis (Chronic Erythroderma with Generalized Lym- 
phadenopathy? Lymphoblastoma?). Presented by Dr. CHartes PINEs. 


C. D., a laborer aged 63, born in Bohemia, was admitted to the Department 
of Dermatology and Syphilology of the Third Medical (New York University) 
Division, Bellevue Hospital, service of Dr. Frank C. Combes, on March 18, 
1946, because of generalized erythroderma associated with generalized lymphad- 
enopathy. The cutaneous eruption began about two years ago and gradually 
coread over the entire body. 

The skin is considerably thickened and bluish red with deep furrows and 
gyrate patches. There are numerous excoriated lesions scattered over the body 
as a result of intense itching and scratching. In the inguinal and femoral regions 
there are huge masses of matted lobulated lymph nodes; some show postoperative 
scars. 

The Wassermann reaction of the blood was negative. The examination of the 
blood revealed no significant abnormal changes. Examination of the urine showed 
albumin. Histologic examination of a specimen of the skin showed chronic non- 
specific dermatitis. Histologic examination of a cervical lymph node revealed 
chronic nonspecific adenitis. 



















DISCUSSION 










Dr. Marion B. SuLZBERGER: This case is unusual in the degree of changes, 
with respect to both the lichenification of the skin and the enlargement of the 
lymph nodes. I do not recall having ever seen a case with such huge, such gigantic 
and such generalized lichenification and nodes. I have no suggestions regarding 
the diagnosis beyond the fact that it is an erythroderma with lymphadenopathy. 
I would like to ask whether any of the members have had experience with cystine 
or other thiol-containing amino acids in the treatment of such eruptions. There 
have been reports from England of beneficial effects from cysteine and cystine. 

Dr. Leo Sprecet: My co-workers and I see these cases frequently at the 
Bellevue Hospital and we call them “Bellevue disease.” They present generalized 
erythroderma associated with enlarged glands. I have never seen a patient with 
glands as large as in the case presented. At times one observes sarcomatous 
changes. In the last issue of the “Year Book” a series of 12 cases of this type 
is discussed by a Swedish author (C. Bruck, Stockholm, Year Book of Derma- 
tology & Syphilology 1945, p. 540). It appears that this disease frequently occurs in 
Sweden. In most of these cases tuberculosis develops as the erythroderma progresses. 
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The author offers no suggestions with respect to therapy. A patient whom I have 
treated with cystine hydrochloric acid, 1 Gm. daily, has thus far shown no 
improvement. The pruritus was intense, and examination of the blood showed 
16 per cent eosinophils. These patients usually show a high degree of eosinophilia. 

Dr HERMAN SHARLIT: Many of these conditions turn out to be a reaction to 
an irritant, and in these cases, if the condition is diagnosed, a cure can be 
obtained. This fact should never be overlooked. Spectacular improvement may 
occur in some persons when they are removed from their environment. 

Dr. Marion B. SutzBerGer: Dr. Sharlit’s remarks are well taken. I have 
seen cases of exfoliative erythroderma with lymphadenopathy which were later 
actually found to be cases of contact type dermatitis, but which no clinical or 
histologic studies could distinguish from other forms of generalized erythroderma. 
One man, a tailor, had a generalized red and exfoliating eruption, itching intensely 
with deep pigmentation in many areas, of long standing and with decided enlarge- 
ment of the lymph nodes. Dr. Kadish at Montefiore Hospital proved that it was 
due to a dye in the materials with which the patient came into contact. In this 
case all the required criteria for the diagnosis of contact dermatitis were satisfied. 
My co-workers and I were originally unable to distinguish clinically between 
the disease in that case and the erythrodermas of mycosis fungoides, blood 
dyscrasias, psoriasis, lymphoblastoma or tuberculosis. 


Dr. CHARLES Prnes: Histologic examination of a cervical lymph node showed 
chronic lymphadenitis. The condition in this case impresses one as belonging 
to the lymphoblastomas. In about 25 per cent of these cases the disease is trans- 
formed into one of the types of lymphoblastoma, and I suspect strongly that 
this will occur in my case. The possibility of contact dermatitis was not overlooked. 
The blood and biopsy specimens of the skin and lymph nodes will be repeatedly 
studied. 


Erythroderma Associated with Giant Follicular Lymphadenopathy. Pre- 
sented by Dr. CHaRLes PINES. 


S. H., a fur dyer aged 52, was admitted to the Department of Dermatology 
and Syphilology of the third medical (New York University) Division, Bellevue 
Hospital, service of Dr. Frank C. Combes, on Sept. 12, 1945, because of a 
moderately pruritic erythematous generalized eruption of a few months’ duration. 
The past history was irrelevant. 


The cutaneous eruption began on the lower extremities about three years 
ago. At the onset the response to local therapy was satisfactory. There were 
remissions and exacerbations. In the past few months the eruption gradually 
became worse and spread over the entire body with the exception of the scalp. 

The entire integument, the scalp excluded, is thickened and dusky red. In 
some areas there is considerable lichenification and fissuring. The skin is covered 
with thin flaky loosely adherent yellowish scales. There is moderate lymphad- 
enopathy in the inguinal and femoral regions, especially on the right side. The 
lymph nodes are firm, slightly tender on palpation, and the covering skin is 
freely movable. 


The Wassermann reaction of the blood was negative. Examination of the 
blood showed slight secondary anemia with 3 to 5 per cent eosinophils. Roentgeno- 
graphic observations of the chest were normal. Fungi were not found in the 
scrapings from the skin. Examination of the urine showed albumin (3 plus) 
and a few waxy casts. Patch tests with fur dyes were not made because of the 
general condition of the skin. 
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Histologic examination of an axillary lymph node revealed a moderately thick 
fibrous capsule covering the lesion. The follicles were hyperplastic, and the 
germinal centers were large and contained large mononuclear cells. The pulp 
substance contained lymphocytes, plasma cells and a moderate number of large 
mononuclear cells. There was moderate fibrosis present. Some areas showed 
collections of eosinophils and polymorphonuclear cells. 


DISCUSSION 


Dr, Leo Sprecet: The case is similar to the one just discussed. The difference 
is only one of degree. One is of three and the other of sixteen years’ duration. 
The case is most unusual. 

Dr. CHarLtes Pines: The histologic observations in this case differ from 
those in the first caSe. This case showed distinctly the pathologic entity described 
under various titles by Symmers and others. The association of the cutaneous 
manifestations with the pathologic entity is not clearly understood. Contact 
dermatitis, chronic discoid lichenoid dermatitis or one of the exfoliative type of 
erythrodermas may present this picture in association with giant follicular lymphad- 
enopathy. 


Lupus Erythematosus Associated with Lupus Pernio. Presented by Dr. 
CHARLES WOLF. 


A. P., a woman aged 48, a Portuguese by birth, residing in the United States 
for the past twenty-five years and the mother of four children, about five years 
ago had an eruption on the flush areas of the face, forehead and scalp. The 
patient has been treated at various institutions with little benefit. 


At present there is an erythematous area on the tip of the nose with dilated 
plugged sebaceous ducts. The left cheek shows a scar from a biopsy. On the scalp 
there are several atrophic areas with some of the patulous ducts still visible. 
The distal phalanges of most of the fingers of both hands show an erythematous 
swelling. In cold weather the swelling is somewhat larger and more painful. 

The Wassermann reaction of the blood was negative. Roentgenograms of the 
lungs showed several fibrocalcific infiltrations in both apical regions. The appear- 
ance was that of an old tuberculous process. Roentgenographic observations of 
the bones of the hands were normal. During the past year the patient has 
received about fifty injections of liver extract and 1,000 mg. of ascorbic acid daily. 


DISCUSSION 


Dr. HERMAN SHARLIT: Did the butterfly lesion disappear as a result of 
treatment with liver and ascorbic acid? 

Dr. Henry Sitver: What type of lupus pernio is the diagnosis in this case? 
I ask this question because we must differentiate between the Hutchinson and the 
Besnier types. The name lupus pernio applies to both, but the clinical and 
especially the histologic pictures presented by each differ. The Besnier type is 
considered by most observers as sarcoid, while the Hutchinson type or chilblain 
lupus is a variety of lupus erythematosus. Dr. Wolf’s case is an excellen example 
of chilblain lupus. Here one frequently sees tumefied lesions on the nose and 
fingers which become aggravated during cold weather. 


Dr. Davin Boom: To me the lesions on the scalp appear to be the end stage 
of folliculitis decalvans rather than lupus erythematosus. Furthermore, the lesions 
on the face and on the fingers, I believe, cannot be diagnosed correctly without 
microscopic examination. 
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Dr. CHARLES LERNER: Has the patient been given injections of gold com- 
pound at any time? 

Dr. CHartes Wotr: In reply to Dr. Sharlit, I do not presume to say that 
the result of treatment given has cleared the butterfly lesion, but at least the 
patient has been benefited. There is a question as to whether it would have 
cleared spontaneously. As to lupus pernio, I apply the diagnosis to the lesions 
on the fingers. The lesions of the face showed no change in winter, but the fingers, 
on the other hand, become tender and cyanotic in cold weather. I agree with 
Dr. Silver’s view that this is the lupus erythematosus syndrome and not the 
Besnier type. In answer to Dr. Lerner, the patient has received gold and bismuth 
compounds at various institutions. However, the treatment I employed proved 
beneficial. 


. 


Dermatitis Medicamentosa of the Bullous Erythema Multiforme Type 
from Phenobarbital. Presented by Dr. CHARLES WOLF. 


Macular Atrophy with Lesions on the Face. Presented by Dr. Paut Gross. 


David Bloom, M.D., President 
Henry Silver, M.D., Secretary 
April 18, 1946 


A Case for Diagnosis: Erosions of Umbilical Region, Histologically 
Lymphoblastoma (Pemphigus? Lymphoblastoma?). Presented by 
Dr. Louis CHARGIN. 


Lupoid Sycosis. Presented by Dr. WitBert SAcuHs. 


L. S., a man aged 45, has been suffering from an eruption on the face fo 
the past twenty-five years. He received considerable treatment without benefit. 
He never was entirely free of lesions, but, at times, improved for a month or 
two. 

The process begins with papules and pustules. Above the ears, on the bearded 
area of the cheeks, on the chin and on the lips is an erythematous papulopustular 
eruption. There are many scars, and most of the hairs are lost. The Wasser- 
mann reaction of the blood was negative. During treatment with penicillin oint- 
ment new lesions failed to appear. 


DISCUSSION 


Dr. Henry Sitver: I cannot agree with Dr. Sachs’s diagnosis of lupoid 
sycosis. It seemed to me, on gross examination, that this is sycosis vulgaris. 
What is accepted as lupoid sycosis is a severe form of the disease, associated 
with central atrophy and advancing pustular border, factors absent.in this case. 
In addition, lupoid sycosis is recalcitrant to any form of therapy, including peni- 
cillin ointment. In regard to penicillin ointment in sycosis, I would say that 
some cases respond and, when they do, they do so dramatically. In some cases, 
however, the condition recurs in spite of initial benefit, exactly as has been the 
the experience with other forms of therapy, including quinolor® ointment (con- 
tains 10 per cent benzoyl peroxide and 0.5 per cent quinolor [a mixture of three 
chlorine derivatives of 8-hydroxyquinoline] in a base of equal parts of petro- 
latum and wool fat). 

Dr. Louis CHarcin: I think that a histologic examination should be made. 
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Dr. Davip Bitoom: This is a case of lupoid sycosis. The temporal region 
is a favorable location. From here the folliculitis and the alopecia may extend 
to the whole circumference of the scalp. 

Dr. CHartes R. Rein: I should like to warn against the indiscriminate 
use of penicillin ointment in this type of disease, since sensitization often develops 
if this medicament is applied over a long period. 

Dr. Leo SprecEL: I certainly would not make the diagnosis of lupoid sycosis 
because of the absence of papular and pustular lesions. There is no evidence of 
activity at present, and some aspects suggest lupus erythematosus. 

Dr. Wivpert Sacus: My reasons for the diagnosis of lupoid sycosis were 
the duration of over twenty-five years, the scarring, the loss of hair and the 
presence of lesions above the ears. I did not intend to stress the beneficial effect 
of penicillin ointment in this case. 


Pustular Acneform Eruption due to Iodide Salt. Presented by Dr. Van 
ALLSTYNE CORNELL. 


J. W., a Negro aged 28, obtained from a druggist a “tonic” containing potas- 
sium iodide. He began taking the medicine one week previously. After four 
days there developed on the forehead, cheeks, nose and chin pustules on an erythem- 
atous base the size of a pinhead or a pea. There were no subjective complaints. 
After the discontinuance of treatment with the tonic the eruption began to clear. 


DISCUSSION 


Dr. Frank E. Cross: This man has taken the drug for only four days and 
presents a typical iodide eruption. This would indicate that he is rather sensitive 
to small amounts of the drug. 

Dr. Max Berxovsky: I wonder whether anyone here has had any experi- 
ence with cases of severe acne that were found in the Army, especially in some of 
the men who come from the Pacific Theater. It is my impression that the acne- 
form eruption is caused by one of the halogen group, probably by the chlorinated 
water used in war theaters. These patients recover rather rapidly when they 
return to the United States. 

Dr. Davin Bioom: Had this patient taken iodides at any previous occasion? 

Dr. Lours CHarcin: It seems to me that the halogens do not act in the same 
way as other drugs with respect to allergy. The action is cumulative. Even 
sensitive persons have to take the drug for prolonged periods, at least for a num- 
ber of days before the eruption appears, and a relatively small dose will not 
cause this reaction. However, there are exceptions. Some years ago I observed 
a patient with Huntington’s chorea treated with iodides who reacted violently 
to the smallest dose exhibiting severe coryza, salivation and suffusion of the 
eyes. I do not believe that the acute type of reaction is observed in the case of 
bromides. 


Dr. Marion B. SutzBercer: In answer to Dr. Berkovsky’s question about 
acne in military personnel in the tropics, | was fortunate in having an excellent 
opportunity to study these cases. It was most interesting to note that on Gaum 
the severe acneform dermatoses accounted for as many cases of morbidity and 
disability as did fungous infections. The detailed studies will shortly appear in 
Naval Medical Bulletin. Two patients with tropical acne were placed first in the 
usual wards, without special therapy. During this period Dr. Kendall Emerson 
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studied their chloride excretion, blood chlorides and the water intake and output, and 
I watched the course of their dermatosis. As expected, the eruptions showed no 
change. The other patients with the same type of eruptions were placed in an 
ait-conditioned ward, but with the same diets and the same type of water and 
without treatment. Within ten days 1 man improved about 75 per cent and the 
other about 50 per cent. This improvement took place just through the reduc- 
tion of the environmental temperature and the relative humidity. There is no 
doubt that great numbers of these cases of acne occurred in many places with 
exceptionally hot humid environment. The condition occurred in men working 
on deck watches and those working below, in office personnel, in men living in 
good quarters under the best and cleanest conditions, as well as in those in com- 
bat and bivouacked under the most difficult hygienic conditions, in officers and 
in enlisted men. The only factor in common was the protracted stay in places 
with high degrees of heat and humidity. While it has not been proved, every- 
thing seems to point to the conclusion that these cases are due to the constantly 
moist skin surfaces, the plugging up of the pilosebaceous orifices, the keratin 
swelling and the consequent damming up of secretions. This process would be 
similar to that causing prickly heat, which is now believed due to the plugging 
of the sweat pores. 


In answer to Dr. Chargin, nobody knows the exact mechanism of the iodide 
eruptions. It is true, however, that one sees cumulative effects in eruptions due 
to other drugs; but I believe that the observations of cumulative action may be 
somewhat commoner in eruptions due to halogens. On the other hand, there are 
many eruptions due to iodides and bromides with clear evidence of exquisite 
hypersensitivity, in which a single exposure to a minute quantity suffices to elicit 
severe and long-lasting eruptions. 

Dr. CuHartes Wotr: I wonder whether the explanation might not be made 
on a different basis. In the tropics one perspires so profusely that the water 
metabolism is disturbed to such an extent that the chlorides are excreted through 
the skin. They become irritants, thus causing the eruption. 

Dr. Marion B. SutzperGcer: I think that Dr. Wolf's remarks are tenable, 
but I do not want to say that this is the only possible mechanism that can pro- 
duce plugging of the follicular openings. 


Scleroderma in a Child. Presented by Dr. Davin BLoom. 


A Case for Diagnosis. (Lichen Planus? Linear Nevus?). Presented by 
Dr. CHartes R. REIN. 


Lichen Planopilaris. Presented by Dr. CHArtes R. REIN. 


N. K., a white married woman aged 41, presents an eruption on the trunk, 
flexor areas of forearms and oral mucosa of five years’ duration. The lesions on 
the flexor surfaces of the wrists and in the mouth are typical of lichen planus. 
She also presents an irregularly annular, sharply marginated lesion below the 
right breast. The border is definitely infiltrated, while in the central portion 
there are several small inflammatory papules. This lesion, however, has flat- 
tened considerably following one roentgen exposure (75 r). 

In addition, the patient presents several patches varying in size from that 
of a dime to that of a quarter. They are situated on the left shoulder and over 
the right scapula and appeared about three months previously. Similar, but less 
well defined, patches are present on the anterior aspect of the left thigh and the 
lateral aspect of the right thigh; these are of five years’ duration. The patches 
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consist of discrete flesh-colored pinhead-sized acuminate papules with a central 
horny comedo-like plug which can be readily expressed. After injections of 
bismuth subsalicylate some improvement was noted. 


DISCUSSION 

Dr. Wivpert Sacus: This is a good illustration of lichen planopilaris. The 
interesting thing to me is that the patient had lichen planus for several years 
before the follicular lesions developed. I am not sure that lesions may not eventu- 
ally develop on the scalp. 

Dr. Leo Sprecet: A patient under my observation, a youth of 18 years, had 
a more widespread eruption than this woman. Associated with the eruption were 
patches of alopecia on the scalp. Dr. Sachs made the diagnosis of lichen plano- 
pilaris microscopically. Clinically, there was a suggestion of atrophy, which the 
histologic examination failed to show. 

Dr. Daviw Bioom: The lesion under the breast appears to be superficial 
basal cell epithelioma. 

Dr. Maurice UMANSKy: The eruption consists of two types of lesions. In 
some areas one sees flat-topped papules of lichen planus. In other areas there are 
follicular acuminate spinous lesions. The eruption, therefore, fits in well with 
the variety of lichen planus which Pringle designated as lichen planopilaris. 
Pringle stated that it was incorrect to label such conditions as lichen planus 
because of the presence of acuminate lesions. Dr. Sachs lately appropriated this 
name for lichen planus in which alopecia and follicular lesions occur also on the 
scalp (Feldman’s lichen planus et acuminatus atrophicans). 

Dr. Frank E. Cross: I cannot agree with Dr. Bloom’s diagnosis with 
respect to the lesions under the breast. I believe these to be lichen planus. The 
lesions here are apparently macerated. 

Dr. Henry SItver: The case is typical of the disease. The name lichen 
planus et acuminatus atrophicans suggested by Dr. Feldman is the most appro- 
priate for this disease. 

Dr. CHARLES WoLF: This patient has lichen planus with definite manifesta- 
tions of the disease. She has the real coalescent flat papules which have formed 
plaques. She has the acuminate lesions on the shoulder and atrophic lesions 
under the breasts. These are all manifestations of lichen planopilaris. 

Dr. CHARLES R. Rern: The majority of lesions are characteristic of lichen 
planus. Although the lesions under the right breast resemble basal cell epithe- 
lioma, they showed 50 per cent involution within one week following an exposure 
to % skin unit of roentgen rays. 


Wilbert Sachs, M.D., President 


Henry Silver, M.D., Secretary 
Nov. 21, 1946 


Epidermolysis Bullosa Hereditaria Treated with Antireticular Cytotoxic 
Serum. Presented by Dr. Cuartes R. REIN. 


C. P., a native born white girl aged 8 years, is presented primarily to determine 
the effect of antireticular cytotoxic serum therapy. The patient had been studied 
previously at numerous clinics throughout the city. 

The eruption began at birth and has persisted with alternating periods of 
remission and exacerbation. The child’s mother gave an identical history of 
lesions which began at birth, but to a lesser degree than in the child. 








462 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


The patient was first seen on July 26, 1946, at which time she presented bullac 
and vesicles scattered over the palms, the sides of the feet and the knees; some 
bullae were hemorrhagic. 

On August 29, 0.02 cc. of antireticular cytotoxic serum (rabbit) was admin- 
istered subcutaneously. There was no local or systemic reaction. On September 3, 
0.05 cc. of the serum was given. Twenty-four hours later the patient presented 
a reaction at the site of injection, consisting of an erythematous, edematous area the 
size of a silver dollar with vesicles and bullae at the border of the lesion. Associated 
with it was a systemic reaction manifested by malaise and rise of temperature to 
102 F. On September 6, 0.02 cc. of antireticular cytotoxic serum (rabbit) was 
given in the right arm and antireticular cytotoxic serum (goat) in the left arm. 
There developed a systemic reaction within twenty-four hours after the injection. 

Similar antireticular cytotoxic serum material was administered to 3 other 
apparently normal subjects, and little or no local reaction was observed. 

The mother stated that the condition cleared up almost completely following 
any moderate febrile episode. Similar improvemient was noted following the 
febrile episode caused by the antireticular cytotoxic serum. 


DISCUSSION 


Dr. ARTHUR SAYER: Is the antireticular cytotoxic serum intended as a thera- 
peutic procedure? 

Dr. Marton B. SuLzBerRGER: As a rule, when reactions are produced by 
repeated injections of serum derived from species foreign to man, whether from 
goat, rabbit or horse, these reactions are due to the antigenic property of the 
serum of the foreign species. The interesting thing, however, is that a given 
foreign serum is not quite as antigenic as is the “immune” or “antibody-containing” 
serum of the same species. One might, therefore, expect that the antibody-con- 
taining antireticular cytotoxic serum would have strong antigenic properties. The 
accelerated response mentioned in this case is, of course, the classic one that 
Schick and von Pirquet described as a cardinal manifestation of foreign serum 
allergy; so I would venture to predict that this patient will be found to have been 
sensitized to rabbit serum and will react to skin tests with rabbit serum. 

Dr. Max JessNER: When I first saw the patient, she presented, apart from 
the epidermolysis buflosa, a picture that resembled dermatitis herpetiformis. She 
did not react to potassium iodide internally, but the bullae showed 70 per cent 
eosinophils. This disease may belong to the type which may be placed between 
dermatitis herpetiformis and epidermolysis bullosa and which was discussed by 
Jadassohn at the Hamburg Congress of the German Dermatological Society in 
1921 (Arch. f. Dermat. u. Syph. 138:463). Another possible diagnosis to be 
considered because of the lesions on the neck is Hailey-Hailey’s disease. Per- 
mission for a biopsy could not be obtained. 

Dr. Cuartes R. Rein: I agree with Dr. Sulzberger that the unusual bullous 
reactions which developed in this patient at the site of the injection of antireticular 
cytotoxic serum were of the nonspecific type. Similar reactions should be expected 
following the injection of any substance capable of producing a severe local 
inflammatory reaction. 


Lymphoblastomatous Nodules in Areas of Acrodermatitis Chronica 
Atrophicans. Presented by Dr. CHartes R. REIN. 


Xanthomatous Lesion in Acrodermatitis Chronica Atrophicans. Presented 
by Dr. Frank E. Cross. 
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Syringoma. Presented by Dr. CHartes WoLrF. 


Lupus Erythematosus Responding to Suramin Sodium (Naphuride®). 
Presented by Dr. Marion B. SuLZBERGER and (by invitation) Dr. Victor H. 
WITTEN. 

H. R., a man aged 49, presents an eruption of the face which first appeared on 
the cheeks and tip of the nose in 1938. The clinical and histologic diagnosis in 
1939 was lupus erythematosus. 

Since the onset of the eruption the patient has had the following treatment: 
one course of bismuth subsalicylate in oil, twenty-seven biweekly to weekly injec- 
tions for a total of 45 mg. intramuscularly; one course of gold sodium thiosulfate, 
five weekly injections for a total of 46 mg. intravenously; a second course of gold 
sodium thiosulfate for a total of 45 mg.; sulfapyridine 0.5 Gm. twice daily for a 
total of 45 Gm.; quinine sulfate 714 grains (0.49 Gm.) twice daily and lesions 
painted with tincture of iodine twice daily for a total of three weeks’ treatment; 
nicotinic acid, 50 mg. four times a day for two weeks; sulfathiazole 0.5 Gm. twice 
daily for two months for a total of 90 Gm.; sobisminol, 2 capsules twice a day for 
two months; sulfadiazine 0.5 Gm. twice daily for approximately two months for 
a total of about 90 Gm.; a third course of gold sodium thiosulfate, twelve injec- 
tions, for a total of 230 mg.; oxophenarsine hydrochloride, fourteen injections 
intravenously, for a total of 415 mg., and a fourth course of gold sodium thio- 
sulfate, six injections, for a total of 55 mg. Locally, many therapeutic measures 
were used, including destructive procedures such as solid carbon dioxide and 
electrodesiccation, gold sodium thiosulfate preparation injected locally and penicillin 
ointment. 

The only definite favorable response to treatment occurred during the first 
course of bismuth compound, when the lesions appeared lighter and somewhat less 
infiltrated. The patient was seen again on Oct. 26, 1946, after having last been 
seen in April when electrodesiccation and curettage were performed. He then 
presented on the left cheek, at the anterior and inferior borders of the roughly 
triangular, depressed, scarred area, two roughly circular, fairly well defined, 
erythematous, dry lesions the size of lima beans, each of which had an elevated, 
moderately infiltrated border and a slightly depressed, lighter center. A similar 
lesion the size of a nickel was noted just anteroinferior to the right ear, with two 
lesions the size of peas immediately below. There was slight swelling of the 
involved area of the right cheek. On the mucous membrane of the mouth at the 
external border of the lower gingiva, there was an eroded patch, 1.0 by 0.2 cm., 
covered with a light tan pellicle. Just anterior to this there was a similar lesion 
the size of a pinhead. 

On October 26, 0.25 Gm. of suramin sodium (naphuride®) was given deeply intra- 
muscularly. One week later the oral lesion had disappeared and 0.5 Gm. of suramin 
sodium was again given intramuscularly. 

Two weeks after the first injection of suramin sodium the lesions on the face 
were somewhat less erythematous, with diminished infiltration and edema. With 
this visit 0.75 Gm. of suramin sodium was given. 

When seen a week later (November 16) the lesions were definitely less erythe- 
matous, with diminished infiltration and edema. Because of a febrile generalized 
reaction from the previous injection, only 0.5 Gm. of suramin sodium was given 
at this visit. Coincident with the improvement of the facial lesions, the patient 
stated that chronic rectal discharge (which apparently followed a hemorrhoidectomy 
in 1939) was decidedly improved for the first time since its onset. The last 
injection was again followed by a mild febrile reaction. 
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DISCUSSION 


Dr. Maurice UMansky: Recently a number of cases of lupus erythematosus 
were presented elsewhere in which suramin sodium was used. The reported results 
were favorable. The dosage was much smaller, about one tenth of the dose given 
in this case. The advantage of smaller doses is evident, since suramin sodium is 
a highly toxic drug, especially to the kidneys. Smaller doses are liable to produce 
less toxic reactions proportionately. 

Dr. Rupotr L. Baer: This patient did not have any treatment for a con- 
siderable period prior to the administration with suramin sodium. The speed of 
the improvement was remarkable and became evident after the second injection. 
The question arises as to whether the remarkable improvement which is now 
present is due to the febrile reactions which occurred after the third and fourth 
injections. This is not likely, since the improvement was rather definite before 
the third injection was given. 

Dr. ARTHUR SAYER: The patient stated that the last treatment benefited him 
most. Should suramin sodium be the drug of choice or should the standard remedies, 
such as bismuth or gold compounds, be given a trial first? 

Dr. Frank E. Cross: The patient stated that compared with previous treat- 
ment suramin sodium gave the best result. At the Mount Sinai Clinic, where con- 
siderable experience was accumulated with suramin sodium in lupus erythematosus, 
the drug is given in an average of about eight weekly intramuscular injections, 
followed by a rest period. The course is repeated according to need. The reactions 
which the drug produces may be of benefit. Because of the possibility of nephritis, 
one should begin with small doses. Schamberg obtained as good results with 
smaller doses of gold sodium thiosulfate as he did with larger doses. Needless to 
state, one should use the dose that will give the best therapeutic effect with the 
least possible toxic effect. 

Dr. Marion B. SuLzBERGER: Many of us have had considerable experience with 
this drug. Under the names germanin® and bayer 205® it was widely used after 
the first world war. I have used suramin sodium for almost twenty years, have 
treated many different diseases with it and today still consider it the treatment of 
first choice in pemphigus. Suramin sodium is “toxic,” but in my opinion its 
toxicity has been overemphasized. Naturally, like most potentially toxic and 
sensitizing drugs, suramin sodium must be given with caution, with knowledge 
and in proper doses. In a recent issue of The Journal of the American Medical 
Association the dosage schedule is given as 1.0 Gm. per week. I agree with Dr. 
Cross that one should begin with smaller doses, 10.0 to 20.0 mg., increasing the 
dose only if and when necessary. I hold that this rule should apply not only to 
suramin sodium but also to drugs such as arsenicals and gold salts. It is my opinion 
that gold sodium thiosulfate is by no means the best gold preparation to use in 
lupus erythematosus; the organic compounds, such as solganol-B oleosum® (auro- 
thioglucose suspended in oil), chrysolgen® (4-amino-2-aurothiopenol carbonic acid) 
and triphal® (sodium aurothiobenzimidazol) are to be preferred because of their 
lower toxicity in therapeutic doses. I believe that gold may be as dangerous as 
suramin sodium, and it has produced erythrodermas, blood dy$crasias, hemorrhagic 
states and deaths. It is unfortunate that physicians who began treating arthritis 
with gold compounds utterly failed to profit by the complete and extensive derma- 
tologic experience and continued using large doses, which dermatologists had 
long since abandoned and reported as dangerous. It is only recently that the 
internists are using better gold compounds and safer dosage schedules. 

In previously untreated chronic discoid lupus erythematosus I now first try 
bismuth compound, usually bistrimate® (bismuth sodium triglycollamate) by mouth, 








SOCIETY TRANSACTIONS—BRONX 465 


or oily suspensions of bismuth by intramuscular injection; if this fails I use gold 
in small doses (but organic gold preparations, not gold sodium thiosulfate). As 
additional remedies I employ oxophenarsine hydrochloride and suramin sodium. 

I have seen only a small series of cases of lupus erythematosus treated with 
suramin sodium. The results have been good so far. I think that it is another 
drug worth trying in refractory cases. 


Nore.—The patient here presented had a prompt and extensive recurrence of 
the facial lupus erythematosus within a week after the cessation of treatment with 
suramin sodium. As his urine had albumin and a few casts and since the suramin 
sodium had produced so short a remission, it was decided to try ethyl chaulmoograte 
by injection. 


Pemphigus Vulgaris of Five Years’ Duration. Presented by Dr. Davin B. 
BALLIN. 


Treatment with dihydrotachysterol was of no benefit. Treatment with acet- 
arsone, because of intolerance, had to be discontinued after a few doses. Lesions 
dry quickly after baths with potassium permanganate or local application of a 
solution of potassium permanganate. 


DISCUSSION 


Dr. Frank E. Cross: I recall a patient with pemphigus presented before this 
society who had had the disease for about eight years. The lesions have lately 
assumed the character of pemphigus foliaceous. I believe that the case presented 
tonight, because of its long duration, may also eventually terminate in pemphigus 
foliaceus. 

Dr. Henry Sitver: In the past few years a number of cases of pemphigus 
vulgaris were presented before this society which responded to a variety of treat- 
ments. Dr. Wolf, Dr. Rein and now Dr. Ballin reported cases in which they had 
given treatment for over five years. I wish to add a patient under my observation. 
A woman aged 54 originally presented a widespread typical eruption with oral 
and vaginal lesions. Now, after four years, there is only one triangular area on 
the chest in which crops of bullae recur. This patient responded well to treatment 
with acetarsone, liver injections, riboflavin and iron. 

Dr. Cuartes R. Retin: At a previous meeting I presented a patient with a 
few bullous lesions involving the scalp and oral mucosa. He recently had a fifth 
exacerbation, which is again responding to suramin sodium therapy. My patient 
is receiving 1 Gm. three times a week and seems to be tolerating it well. I agree 
with Dr. Sulzberger that the toxicity of this drug is exaggerated. 


A Case for Diagnosis (Lingua Geographica?). Presented by Dr. Marion B. 
SULZBERGER and (by invitation) Dr. Gpoati Rusin. 


Granuloma Inguinale in the Fossa Navicularis Urethrae. Presented by Dr. 
CHartes PIneEs. 


DISCUSSION 
Dr. Cuartes Pines: I would be interested in opinions as to whether the 
disease is contracted through sexual intercourse. Further, whether the morpho- 
logic features of the Donovan bodies and the therapeutic response to antimony 
potassium tartrate point to the protozoon nature of the causative agent. 


Dr. NATHAN Soset: It is rare to see granuloma inguinale confined to the 
urethral meatus. This is the first case I have seen in this location. It is further 
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of interest that the patient presents no symptoms, although he may eventually hav« 
an obstruction of the urethra from the healing of the lesion. Whether granuloma 
inguinale is a venereal disease has not yet been settled. In many cases it is trans 

» mitted by sexual contact, but it may in some cases be transmitted by a vector such 
as the louse. While the organism has been cultured, I do not believe that it has 
as yet been classified. It may prove to be either a protozoon or a bacillus. Not 
infrequently one sees small persistent lesions on the genitals in which a clinical 
diagnosis of a primary lesion is made and in these lesions Donovan bodies are 
often demonstrated. 

Dr. CuHartes R. Retin: Although the incidence of pediculosis pubis is rela- 
tively low in Negroes, many Negroes with granuloma inguinale have or have had 
pediculosis pubis. Is the louse a vector in the transmission of this disease? 

Dr. FRANK E. Cross: Dr. Pines has made an excellent diagnosis at such an 
early stage. Ordinarily one has to see a more extensive involvement before 
arriving at the diagnosis. Better laboratory technic and an awareness of the 
possibility of granuloma inguinale while reactions to other tests, such as Ducrey, 
Frei and dark field, are negative, account for the early diagnosis. 

Dr. Rupotr L. Baer: The work referred to by Dr. Sobel was done by 
Anderson, Goodpasture and DeMonbreun, who cultured the micro-organism in 
the yolk and yolk sac of developing chick embryos. They prepared a washed 
bacterial suspension, a yolk sac filtrate and a mucoid capsular material and were 
able to show that those elicited apparently specific cutaneous reactions in patients 
who had been infected with granuloma inguinale (J. Exper. Med. 81:25-50, 1945). 

Dr. Cartes Pines: Scrapings did not show the presence of Donovan bodies. 
They were, however, demonstrated without difficulty in the histologic sections. 


Granuloma Annulare. Presented by Dr. Rupotr L. Baer and (by invitation) 
Dr. Meyer HANTMAN. 


Boeck’s Sarcoid. Presented by Dr. VAN AtstyNE H. CORNELL. 


Sarcoidosis with Involvement of the Skin and Lungs. Presented by Dr. 
Pau. Gross. 


Pruritus Apparently Associated with Proximity to Arsenicals. Presented 
by Dr. NATHAN SOBEL. 


F. H., a woman aged 40, has been a nurse in the Social Hygiene Clinic of the 
New York City Department of Health for the past ten years. She was assigned 
to the preparation of solutions of arsenicals used for antisyphilitic therapy. For 
the first time, about four weeks ago, she experienced a severe itch while mixing 
the arsenicals. Since then she has been troubled with generalized itching which 
appears as soon as she enters the room where the arsenical solutions are prepared, 
persists while she is there and disappears soon after she leaves the room. When 
there are no arsenical preparations exposed to the air in that room she does not 
have the sensation, but as soon as an ampule of an arsenical drug is opened the 
pruritus recurs. She has had no cutaneous lesions. 

On Nov. 19, 1946, patch tests with solutions of arsenicals were applied and 
read in forty-eight hours. A generalized itch resulted ten minutes after application 
and persisted until the patches were removed. Oxophenarsine hydrochloride gave 
no reaction. Whole arsphenamine and neoarsphenamine gave doubtful positive 


reactions. 
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Examination of the blood on November 21 showed 86 per cent hemoglobin, 
4,500,000 red blood cells and 11,600 white blood cells, with 47 per cent polymorpho- 
nuclear cells, 50 per cent lymphocytes, 2 per cent eosinophils and 1 per cent 
basophils. 

DISCUSSION 

Dr. Marion B. SutzBercer: I have seen several cases which I think may be 
similar to this one, and most of them were in nurses or doctors working in venereal 
disease clinics. I reported such a case many years ago in a nurse who had itching 
and urticaria whenever she mixed arsphenamine; eventually she became so sensi- 
tive that just going into the room in which the mixing had been done would 
cause a reaction. Finally, she also got typical asthma immediately on entering 
this room. In scratch tests she gave one of the biggest wheal reactions that I 
have ever seen, in the tests with dilute neoarsphenamine, so dilute that it produced 
no reaction at all in controls. The wheal was so big that when I tested her on 
the forearm by scratch, the wheal grew, occupying the entire flexor surface of the 
forearm, then sent out pseudopods which ascended up the bicipital sulcus to 
the axilla; within a few minutes she had a severe constitutional reaction. This 
nurse had to give up her original duties and had to be shifted from the department 
and rooms where the arsenicals were mixed. This girl’s serum contained no 
passive transfer antibodies to the neoarsphenamine or to conjugates which we made 
with protein and neoarsphenamine and arsphenamine. At that time I believed 
there was no such thing as a passive transfer to a simple chemical or drug; but 
since then I have seen at the New York Post-Graduate Medical School and 
Hospital, a case in which there was an unequivocal, strong, passive transfer of 
urticarial sensitivity to a sulfonamide drug. Feinberg in Chicago (J. Allergy 
16:209 [Sept.] 1945) and Kern in Chicago (J. Allergy 10:164 [Jan.] 1939) 
reported that they had serum that would passively transfer hypersensitivity to 
simple chemicals. (chloramine and phthalin anhydride, respectively). The serums 
which these investigators sent me did not transfer in my tests; and when I 
reported my negative results, they said that they too were no longer able to 
transfer with these serums. It appears to me that these rare antibodies to simple 
chemicals are delicate, not nearly as stable as the common Prausnitz-Kiistner 
antibodies to “protein” allergens. From the history of Dr. Sobel’s patient, I would 
think that there is a better chance of getting a good wheal reaction to scratch or 
intracutaneous tests than there is of a positive eczematous reaction to a patch test. 


Note.—When the patient was subsequently unwittingly exposed to an open 
container with neoarsphenamine solution, itching promptly occurred. 


Wilbert Sachs, M.D., President 


Henry Silver, M.D., Secretary 
Jan. 16, 1947 


Lepra in a Puerto Rican Man. Presented by Dr. VAN AtstyNE H. CorNeELL 
and (by invitation) Dr. ArtHur J. PHILuip. 


Incontinentia Pigmenti. Presented by Dr. NATHAN Soset. 


A. T., a Chinese female infant aged 2 years, was seen at the clinic of the 
Beekman Downtown Hospital. The condition has been present since birth. Over 
the entire body, but much less evident on the face, there is a conspicuous pig- 
mentary disturbance characterized by extensive areas showing hyperpigmentation. 
There are also many small areas of hyperpigmentation which assume various 
shapes. The arrangement of these areas result in a bizarre pattern. 
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Except for suppurative adenitis, the infant had no illnesses. The mother 
and two brothers show no abnormalities of the skin. The father is said to have 
since birth a similar pigmentary disturbance of the forearms and legs. 


Incontinentia Pigmenti. Presented by Dr. Marion SvuLzBercer and 
Dr. Davin Bioom. 


J. M., a girl aged 1 year, presents an eruption on the trunk and lower extremi- 
ties which was noticed shortly after her birth. The past history and the family 
history are essentially irrelevant. The eruption is most pronounced on the sides 
and the anterior aspects of the trunk. It consists of gray-brownish pigmented 
streaks arranged in wavy parallel lines or in the form of a network. On the left 
flank there is a small, irregularly shaped, darkly pigmented nevus and a linear 
verrucous nevus on the back of the right hand. The scleras show a bluish tinge, 
which was also noticed in the mother. 


DISCUSSION 


Dr. CHARLES Wor: I did not know about the hereditary aspect in the 
Chinese child. In the white child there are recessive characteristics. 

Dr. Henry Sitver: What is the relationship of the nevi to incontinentia. 
pigmenti? 

Dr. Davin Bioom: In congenital diseases one often finds associated other 
congenital defects. It is nat surprising, therefore, that one sees in our case also 
verrucous nevus on the hand and nevus flammeus on the arm. There are also 
bluish scleras, which are likewise seen in the mother. It is, I feel, an unusual 
experience to see 2 such cases at one meeting. The cases which I have encoun- 
tered involved adults in whom there was only a small number of pigmented lesions. 
It is probable that these lesions gradually diminish in extent. Therefore, such 
an extensive eruption is not seen in adults. The systematic arrangement of these 
pigmented lesions resembling a systematized nevus is also remarkable. Some 
authors are of the opinion that such a systematic arrangement of this pigmenta- 
tion does not occur. The diagnosis of incontinentia pigmenti is made from the 
bizarre-shaped pigmented lesions and from the color, which is peculiarly grayish 
blue and which is explained by the pigment dropping down from the epidermis 
into the corium. Microscopically, one ought to see more chromatophores in the 
corium which are not melanoblasts and therefore should give a negative dopa 
reaction. This condition is a minor ectodermal defect and follows a dominant 
mode of inheritance and is frequently associated with defects of teeth, nails and 
hair. It has been observed that the cases may be associated with serious condi- 
tions, as in the case of Sulzberger and that of Naegeli. Reference is made to 
glioma of the eye, microcephaly and other serious states. It is advisable to 
have the children examined thoroughly. 


Familial Benign Chronic Pemphigus (Hailey and Hailey). Presented by 
Dr. NATHAN Soset and Dr. Jutrus J. PoLtock. 


A Case for Diagnosis (Allergic Dermatitis? Chronic Discoid Lichenoid 
Dermatitis?). Presented by Dr. Harry B. FEImLer. 


Eczematous Contact Dermatitis Following Preparation of Penicillin 
Solutions. Presented by Dr. Henry SILver. 


Erythema Annulare Centrifugum. (Mycosis Fungoides?) Presented by 
Dr. CHARLES WOLF. 

















* BROOKLYN DERMATOLOGICAL SOCIETY 


David M. Davidson, M.D., President 
Seymour H. Silvers, M.D., Secretary 
May 20, 1946 


A Case for Diagnosis (Leprosy?). Presented by Dr. C. THomas CHIARA- 
MONTE. 


A Case for Diagnosis (Periphlebitis Nodularis, Necrotizing?). Presented 
by Dr. C. Thomas CHIARAMONTE. 


Rosacea-Like Tuberculid of the Face. Presented by Dr. Lesser M. Frucut- 
BAUM. 


Argyria. Presented by Dr. Davin M. Davinson. 


Chronic Discoid Lupus Erythematosus. Presented by Dr. Lesser M. Frucut- 
BAUM. 


Abraham Walzer, M.D., President 


Seymour H. Silvers, M.D., Secretary 
Jan. 20, 1947 


Disseminated Subacute Lupus Erythematosus. Presented by Dr. SEymMour 
H. SILvers. 


Lymphogranuloma Venereum. Presented by Dr. Louis J. FRanxK. 


Perifolliculitis Capitis Abscedens et Suffodiens. Presented by Dr. N. M. 
Estrin. 


C. K., a Negro aged 24, was admitted to Kings County Hospital in October 
1946 with a diagnosis of acute rheumatic fever and a pustular infection of the 
scalp. Six months before, pustular lesions first developed on the scalp and 
buttocks, which were incised and treated with hot, wet applications of boric acid. 
These lesions continued to drain and extend to the entire scalp. 


On his admission to the hospital, the entire scalp was covered with a red, 
crusted and bloody mass. Marble-sized pustules could be seen and felt underneath 
the crust. Treatment consisted of applications of wet dressings of isotonic sodium 
chloride solution, and epilating dose of roentgen rays, 100,000 units of penicillin 
parenterally every three hours for ten days and furacin®-soluble dressing. 

At present there is no hair on the scalp which shows irregular areas of 


atrophy and scarring. 
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DISCUSSION 


Dr. Davin M. Davipson: I want to compliment the presenter on the results 
obtained in a difficult case. 


A Case for Diagnosis (Lichen Nitidus?). Presented by Dr. Louis J. Frank. 


A Case for Diagnosis (Lymphoblastoma? Sarcoidosis?). Presented by 
Dr. Seymour H. SItvers. 


Healed Gumma of the Anterior Chest Wall. Presented by Dr. C. B. Locasrto. 
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Marcus R. Caro, M.D., President 


Leonard F. Weber, M.D., Secretary 
March 20, 1946 


Sarcoid. Presented by Dr. Epwarp A. OLiver and (by invitation) Dr. A. 
GRENARD. 


L. L., a Negro clerical worker aged 42, gives a history of having first noticed 
a nodule on the right cheek in September 1943 while at an Army station at Staten 
Island, N. Y. Similar nodules appeared, subsequently increasing in size and 
number. The lesions observed today about the face and mucous membrane of 
the mouth appeared in August 1944. He first complained of hoarseness six months 
ago. There have been no weight loss, night sweats, cough or weakness. All other 
systems are essentially normal. He had a tonsillectomy in February 1944 and a 
replacement of a left detached retina in July. The family history is noncontributory. 

The presenting lesions are nodules, papules and infiltrating purplish plaques 
about the nostrils, both cheeks, eyes, ears, neck and upper part of the thorax. There 
are nodules in the mucous membranes of both lips. Indirect laryngscopic examina- 
tion revealed no abnormalities. The lesions are not anesthetic to light touch or 
to painful stimuli. There is regional lymphadenopathy. Direct laryngoscopy was 
refused by the patient. 

The urine was normal. The Kahn reaction of the blood was negative. Complete 
blood cell counts revealed relative leukopenia, averaging about 5,500 leukocytes. 
The differential count was normal. Examination of the chemical content of the 
blood showed normal urea nitrogen, sugar, calcium and phosphorus. Total proteins 
were 8.4, albumin 6.0, globulin 2.4, alkaline phosphatase 10.0 and acid phosphatase 
3.7 mg. Smears from the nose and from a lesion on the face revealed no lepra 
bacilli. The roentgenographic examination of the chest showed bilateral hilar 
adenopathy consistent with sarcoidosis, while that of the metacarpal bones showed 
some suggestion of cystic changes. 


Sarcoidosis? Presented by Dr. CLEVELAND J. WHITE and (by invitation) Dr. 
Rospert C. RaNguist and Dr. Kennetu C. Baker. 


A. C., a white woman aged 66, first noticed a lesion on the ala of the left 
nostril in January 1944. Gradually new ones appeared on the left cheek and left 
side of the forehead above the eyebrow and on the right side of the chest and 
middle part of the back. Some itching was present. In the last six weeks she has 
had the lesions treated with solid carbon dioxide except for the one on the chest, 
which was used as a control patch. There has been some improvement in all the 
lesions so treated, less elevation, less marginal activity and central clearing. The 
Kahn reaction of the blood was negative. The urine and blood were normal. 

Histologic examination revealed sharply circumscribed nodules in the upper 
middle part of the corium which were separated from one another by connective 
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tissue septums, composed almost solely of epithelioid cells. There was a moderate 
lymphocytic infiltration around the cutaneous appendages and a dilatation of the 
capillary loops of the papillae. The epidermis overlying the nodules in the corium. 
showed flattening and obliteration of the interpapillary prolongations. 


Boeck’s Sarcoid. Presented by Dr. Davip V. Omens and (by invitation) 
Dr. Harotp D. Omens and Dr. M. S. Kacen. 


L. H., a 32 year old Negro, noticed a nodule on the left ala of the nose six 
months ago. A slight amount of white material was expressed from the lesion 
by squeezing. The lesion did not ulcerate. It gradually extended to involve the 
septum, being about % by % inch (1.3 by 0.65 cm.) in size. 

In 1939, an enlargement of the inguinal lymph nodes developed, which has 
persisted. In May 1944, two penile lesions appeared, for which the patient 
received eight weekly injections. At the present time generalized adenopathy 
is present. There are no systemic symptoms; the patient sought medical aid only 
for relief of the lesion on the nose. 

The Kahn reaction of the blood was negative. The examination of the blood 
showed 75 per cent hemoglobin and 3,200 leukocytes. The urine was normal. A 
roentgenogram of the chest revealed a widening of the superior mediastinal regiom 
which may be compatible with a substernal goiter or mediastinal tumor. A 
roentgenogram of the hands showed no abnormality. 


DISCUSSION 


Dr. Henry E. MicHELson, Minneapolis: There is little new that I can state 
about sarcoid, but I would like to call attention to the fact that the microscopic 
observations of sarcoid are not so clearcut as has been formerly thought. I am 
sure that there is considerable variation in the picture and that necrosis may 
occur. The more I see of sarcoid, the more I realize the necessity of complete 
general examinations by a group interested in the involvement of special organs. 

Dr. RusEN NoMLanp, Iowa City: I believe that one of the patients did not 
show changes in the blood proteins. There was a decided elevation of the serum 
albumin. According to statements in the literature the serum globulin is usually 
elevated and the serum albumin is usually normal. I think that every patient 
with sarcoid should have the serum proteins determined, but I do not believe that 
the observations of alteration in the serum proteins are consistent or of diagnostic 
importance. 

Dr. Francis E. SENEAR: Dr. Cornbleet called my attention last week to- 
an article by Sezary in the Presse médicale in which he emphasized that we 
have to revise our concept of sarcoid, as our present day concept of the histologic 
aspects of this disease is too limited and that many cases of sarcoid will be 
overlooked if we insist on too characteristic a pathologic picture. 


A Case for Diagnosis (Solid Edema?). Presented (by invitation) by CapTaIn 
Grover C. Dits, Chicago. 


E. A. H., a boy aged 18, stated that in February 1945 he had an infected 
nail of the first toe of the right foot and septicemia of the right foot and leg 
developed. He recovered with sulfonamide drug therapy, but two weeks later 
swelling of the left cheek developed, which was painless and caused no discomfort. 
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but did not clear up. During the summer of 1945, the heat and sweating caused 
the left cheek to swell more and become erythematous and papules began to 
develop in this area. The papules became pustular, but only briefly so. The 
process then spread to the bridge of the nose and across to the opposite cheek. 
It also began to involve the left eye in a periorbital edema and conjunctivitis. He 
took four roentgen ray treatments in the fall of 1945 with temporary improvement 
but was inducted into the Army in November. He then became much worse, 
with involvement of the right eye and a much greater swelling and erythema 
of both cheeks. There is no pain and only occasional itching 

While the patient was at Gardiner Hospital various exs uations were carried 
out for foci of infection, but none were found. He has been treated with aluminum 
subacetate cool packs and lotia alba, a low fat diet, and, finally, on February 27, 
roentgen ray therapy was started. He seems to improve spontaneously, and 
flare-ups occur the same way. 

Physical examination reveals erythematous indurated skin over both cheeks 
with small flat papules and an occasional pustule. There is thickening of the 
skin over the bridge of the nose. The hair follicles on both cheeks are greatly 
dilated. The blood pressure was 104 systolic and 72 diastolic. 

The roentgenographic examination of the sinuses and chest showed no abnor- 
malities. The Kahn reaction of the blood was negative. The sedimentation rate 
on March 18 was 15 mm. The most recent examination showed the urine to be 
normal. The blood was normal. 


A Case for Diagnosis (Solid Edema?). Presented by Dr. Francis E. SENEAR. 


This patient, A. R., was originally seen on March 19, 1942, by Dr. Edward 
A. Oliver, who stated that he had fairly severe acne rosacea accompanied with 
considerable seborrhea of the scalp. In addition, he had a large edematous swelling 
of the forehead in the glabellar region, this being suggestive of persistent edema. 
He was not seen again until one year later, at which time he complained that 
the edema in the glabellar region, which had been present since his visit in 
1942, had become much more pronounced in the last four months. 

The patient has been seen intermittently from February 1945 until the present 
time. Throughout this time he has had exacerbations of rosacea, and he has 
had persistent edema occurring in a triangular outline in the glabellar region. The 
left upper eyelid eventually began to be involved in the edematous process, and 
during the past few weeks the right upper lid has also become involved. The 
patient has had intensive penicillin therapy, and the edema has shown improvement. 
After this the length of the sides of the triangle reduced from 7.5 cm. to 5.5 
cm. The involvement of the right upper lid, however, has developed subsequent to 
the use of penicillin, which was given early in December. 


A Case for Diagnosis (Solid Edema Following Repeated Attacks of 
Streptococcic Dermatitis?). Presented by Dr. Francis E. SEnear. 


Since 1937, this patient, W. C., has had an eczematoid eruption involving the 
external ears, this being at most times of impetiginous character. He was seen 
several times from 1937 to 1939 with recurrent attacks. In September 1945, he 
stated that eventually he began to have acute inflammatory attacks in which the 
ears became swollen, at first at about intervals of about a year and later at 
intervals of about six months. He had two attacks in September. When seen on 
this occasion he presented a picture of solid edema on each external ear, worse 
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on the left side. Roentgen ray therapy was used, and he has had an intensive 
course of penicillin therapy. The latest acute attack of erysipelatous type occurred 
on January 24. 

DISCUSSION 

Dr. ApoLPH ROoSTENBERG JR. (by invitation): It seems to me that these 
cases present two problems. One is restitution, if possible, of the damage that 
has already occurred, namely, the fibrosis, which might be amenable to injections 
of boiling water. The other is to see whether further damage can be prevented. 
I cannot present any particular solution to the latter approach. I do not believe 
that the fact that treatment may have failed in any given case means too much. The 
difficulty is finding to what the patient is sensitive. It seems to me that such an 
entity as this must have multiple possibilities as to the sensitivity, and ultimately 
by virtue of repeated lesions changes may develop which are not reversible. 

Dr. STEPHEN RoTHMAN: In the second case of Dr. Senear I would like to 
suggest the diagnosis of recurrent erysipelas. It is rather common for erysipelas 
to recur every few months over a period of many years when there is a rhagas 
or erosion between the toes, in the nares or in the external auditory canal. Because 
of the recurring attacks, solid edema develops. By finding and eliminating these 
portals of entry, my co-workers and I have prevented further recurrences in all 
our cases and the solid edema has regressed considerably in most of them. It 
does not make any difference whether the cracks are caused by fungous infection, 
by bacterial infection, by simple maceration due to hyperhidrosis or by chronic 
scratching. A few days ago I saw a woman with recurrent erysipelas and lymph 
stasis of the face. She had seborrheic dermatitis of the scalp with a crusty spot 
at the hair line, which she admittedly had been scratching violently. I cannot 
understand the theory that the recurring febrile attacks with reddening and 
swelling of the legs represent dermatophytids. How can one explain the prompt 
response of the acute attack to sulfonamide drugs or penicillin? How can one 
explain the cases in which there are no fungi present and what the mechanism of 
the lymphedema is? 

Dr. Francis W. Lyncu, St. Paul: I think that something is lost when cases 
such as these are grouped for discussion. Though there are clinical resemblances, 
I think that it is important to point out the dissimilarities; some patients present 
chiefly edema, others fibrosis and others more inflammation, and in many cases 
there is a mixture of two or three of these features. Perhaps the chief concern 
should be the determination of the source of the inflammatory reaction in the 
particular case. Some conditions are preceded by a superficial chronic dermatitis 
which might be infectious in nature. The area of dermatitis could be the portal 
of entry for deeper infection, as is the case when fissures are present, as Dr. 
Rothman pointed out. As Dr. Oliver pointed out there are cases in which the 
persistent edema is the chief feature, and those cases are amenable to the treatment 
he outlined. 

Dr. Hersert RatTNeER: As I understand it, no source of infection was foun1 
in the first of the 3 cases. I should like to ask whether it is of advantage to give 
such a patient Dr. New’s treatment while the solid edema is still in the process 
of development, or should one wait? 

Dr. ApotpH RosTENBERG Jr.: The focus of infection theory seems to fit in 
with what Dr. Rothman calls recurrent erysipelas. In a given number of these 
cases, one finds a given number with infection. In any number of cases of 
seborrhea of the scalp portals of entry will be found; but solid edema does not 
develop. There is something different in these patients that causes the solid edema. 
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Dr. STEPHEN ROTHMAN: My remarks were concerned with the portal of 
infection for recurring erysipelas and development of solid edema. This has nothing 
to do with the theory of distant foci. 

Dr. Francis E. Senear: I think that you are all talking about the same 
thing. To me solid edema is an end result. I am thoroughly in accord with Dr. 
Rothman as to the picture in the ear. That is why I labeled it repeated attacks 
of streptococcic dermatitis. Whether one calls it that or recurrent erysipelas is 
not important. The point is that one does see patients who have repeated attacks 
of dermatitis such as he has, the more recent of which was illustrated in the 
kodachrome® slides. One sees other patients who do not have this history of 
acute recurrent attacks; but where does this eventually develop? I agree with Dr. 
Lynch; depending on the stage at which one sees the patient, there may be either 
fibrosis or true edema. I showed this patient with the glabellar involvement 
because I never saw a case of solid edema like this before. Both of these patients 
have been examined repeatedly by competent nose and throat specialists and 
internists. I have seen such conditions repeatedly and have never been able to 
find portals of entry. 


Psoriasis Arthropathica. Presented by Dr. STEPHEN RotTHMAN and (by invita- 
tion) Dr. Z. FELSHER. 


Dr. STEPHEN RoTHMAN: The most satisfactory explanation for the association 
of arthropathy and psoriasis was given by Julius Bauer. In his genetic studies 
he found families in which single members suffered from psoriasis, others from 
arthritis and others from arthropathic psoriasis. Apparently there is a defect 
of conjugated genes. 


Pemphigus Erythematosus (Senear-Usher Type). Presented by Dr. S. J. 
ZAKON. 


S. S., a Jewish man aged 27, stated that his eruption developed in September 
1943, while he was stationed in San Marcus, Texas. The eruption appeared first 
on the chest and was at first considered to be impetigo. This eruption soon spread 
to the back, abdomen, extremities and finally to the face. At no time did he have 
sores in the mouth. He was hospitalized and received courses of sulfonamide 
preparations, germanin (a German dye substance derived from naphthalamine 
sulfonic acid), penicillin, vitamins, roentgen rays and ultraviolet irradiation. In 
April 1944, he contracted a secondary infection of the skin and was febrile for 
some time. After his recovery from the febrile episode the skin showed considerable 
improvement. From June to August he was at Hines Hospital, where he received 
courses of acetarsone (3-acetylamino-4-hydroxyphenyl-l-arsonic acid) and large 
doses of vitamin D. 

Examination shows on the forehead a number of discrete reddish brown, 
slightly elevated papules with adherent scales, and on the face brownish red 
patches on the flush areas involving both lower eyelids. On the cheeks and neck 
there are discrete brownish red papules and patches. On the chest, back and 
abdomen there are a large number of lesions in various phases of evolution and/or 
involution. Fresh bullae are not seen. The Nikolsky sign is absent. A few areas 
are denuded, but most of the lesions show either a grayish scale or thick keratotic 
scale crusts. The mucous membranes show no involvement. The results of the 


general physical examination were good. 
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DISCUSSION 


Dr. Epwarp A. Ottver: I have seen and watched this patient for the past 
three years. He is said to have had pemphigus vulgaris in the Army. I first saw 
him at the Veteran’s Hospital where he presented about the same picture that he 
shows today, except that when I first saw him he had no lesions on the face. 
I have never seen any bullae on the skin—the commonest lesion is a fairly large 
oval papular lesion covered with an adherent crust. When he was first seen, the 
diagnosis of pemphigus erythematosus was made and he was given acetarsone. In 
addition, he was given vitamin D, 100,000 units three times a day. He has not 
become any worse, nor is he any better, despite all this treatment. 

I have another patient who is getting the same treatment, and I can see little 
improvement in her condition after a year of this therapy. I have, however, seen 
this treatment work wonders temporarily in 2 cases of severe pemphigus vulgaris. 

Dr. Francis E. SENEAR: It was interesting to see the reversal in the direction 
of the clinical picture in this case. I have seen several patients who have started 
out with a pemphigus-erythematosus picture, and then the picture has changed 
and become one of typical pemphigus vulgaris with rapid death. This is the 
first one I have seen in which there was a history of onset with pemphigus 
vulgaris. 

Dr. Maurice OPPENHEIM (by invitation): I asked the patient where his 
pemphigus started. It started on the chest three months before he got the general 
eruption. As in many cases of pemphigus vulgaris a primary lesion precedes the 
general rash. I believe, also, that the Senear-Usher syndrome is a kind of primary 
lesion of pemphigus located on the face. The diagnosis of pemphigus can be made 
only on the basis of the course of the disease. One cannot make the diagnosis 
from few lesions. I stressed repeatedly that the treatment with acetarsone should 
start when the primary lesion is present. Impetigo on the predilection areas which 
does not heal is likely to become pemphigus. 

With respect to the treatment with acetarsone, such treatment must be made 
in the right way. I found that it was possible to change the clinical course of 
pemphigus so that nodules and papul<cs would develop instead of blisters and blebs. 
Kromayer said, after using my treatment, that he was able with acetarsone to 
change the clinical aspect of pemphigus. Therefore, it is difficult now to make 
a diagnosis of pemphigus in this case after the use of acetarsone. 

My method of treatment with acetarsone must be followed strictly, as I pointed 
out in my paper, “Acetarsone in the Treatment of Pemphigus” (Arco. Dermat. & 
SypuH. 47:40-42 [Jan.] 1943), in collaboration with Dr. D. Cohen. In some cases 
I give up to 600 tablets (150 Gm.) over a period of several years. The intermission © 
is important for the elimination of acetarsone. 

Dr. R. H. Scutt: In the case of pemphigus foliaceus I presented at the 
Mississippi Valley Conference I have been using the treatment suggested by Dr. 
Oppenheim. Now the patient has the same lesions of pemphigus erythematosus 
that this patient has; although the treatment with stovarsol is the same, the 
lesions are not improving. 


Linear Nevus. Presented by Dr. CLEvELAND J. WuiteE. 


A Case for Diagnosis (Atrophy of the Scalp). Presented by Dr. Francis 
E. Senear and Dr. Marcus R. Caro. 


A. R., a white man aged 51, was seen in the Departrnent of Dermatology, 
University of Illinois Research and Educational Hospital, with the complaint of 
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localized loss of hair, at the site of a scalp injury sustained eighteen months 
previously. There were complete alopecia and considerable atrophy of the skin, in 
an irregularly oval area at the vertex. At the periphery of the bald patch, 
perifollicular inflammation and pustulation were present. Irregular pseudopodial 
projections of the process into the surrounding scalp were noted. 

A biopsy specimen taken from the active border of the patch showed intracellular 
and intercellular edema of the epidermis. In the upper part of the corium, the 
blood vessels were dilated and there was diffuse edema. Deeper in the corium 
there were large poorly defined inflammatory areas. These contained densely 
packed lymphocytes, connective tissue cells and fibroblasts and included areas of 
necrosis. About these inflammatory areas there was considerable fibrosis. 


DISCUSSION 


Dr. Cart W. Laymon, Minneapolis: The question of scarring alopecia is a 
source of confusion to most dermatologists. Recently I have been interested in 
folliculitis decalvans and pseudopelade and have tried to get a few cases to study 
histologically. A few points regarding these diseases may be mentioned: First, it 
make a tremendous difference as to the location from which the biopsy specimen is 
taken. If one takes a biopsy specimen from the central part of a plaque of lupus 
erythematosus, pseudopelade or folliculitis decalvans, the changes are almost 
identical in all. It is almost impossible to make a differentiation between these 
various conditions in an old lesion. If one takes the specimen from an early lesion 
and at the border, there are sometimes signs that permit one to make a 
differentiation. 

It is difficult to study enough cases of cicatrizing alopecia because they are so 
rare. Except in sections containing a pustule in folliculitis decalvans, the changes 
look like those in pseudopelade. In lupus erythematosus of the scalp the infiltrate 
is usually heavier and more diffuse than in pseudopelade or folliculitis decalvans. 

Dr. Francis E. Senear: Are there any impressions as to what the diagnosis 
really is? 

Dr. Marcus R. Caro: We have no definite diagnosis to offer. When we first 
saw the patient there was folliculitis about the edge of the atrophic patch, and a 
tentative diagnosis of folliculitis decalvans was made. After treatment with 
penicillin ointment the folliculitis disappeared and the picture developed that is 
seen today. Histologically there is no folliculitis, but the section shows inflammatory 
areas that extend deeply into the corium. All we can say is that apparently there 
is an infection here, but at present no active folliculitis decalvans. 


Pityriasis Rubra Pilaris. Presented (by invitation) by Dr. H. H. Roprn. 


A Case for Diagnosis (Lichen Urticatus?). Presented by Dr. CLEVELAND 
J. Wurrte and (by invitation) Dr. Rosert C. Ranguist and Dr. KENNETH 
C. BAKER. 


R. C., a white girl aged 3, has had an eruption on the face, arms and legs 
since June or July 1945. There have been numerous remissions and exacerbations. 
Numerous local applications have been used without avail. Orange juice has been 
replaced by ascorbic acid and tablets. In recent weeks, all chocolate products have 
been eliminated and all the food has been cooked. 

The urine was normal. The examination of the blood showed 4,860,000 
erythrocytes and 10,200 leukocytes, with 71 per cent polymorphonuclear leukocytes, 
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26 per cent lymphocytes, 2 per cent monocytes, 1 per cent eosinophils and 97.4 
per cent hemoglobin. 
DISCUSSION 

Dr. STEPHEN RorHMAN: Lichen urticatus is well defined morphologically as 
an itching disseminated eruption consisting of lesions with an urticarial base and 
a papule or vesicle on top. In all my cases elimination of eggs from the diet has 
led to rapid recovery, and I believe that in most, if not in all, cases the eruption 
is due to sensitivity to egg white. 

Dr. ApotpH RosTENBERG JR. (by invitation): I am interested in Dr. Rothman’s 
remarks on sensitivity. Most of us believe that there should be some sensitivity 
in these cases. I do not believe that anyone has shown any concrete evidence. A 
number of years ago Walzer in Brooklyn studied cases of lichen urticatus and 
came to the conclusion that no causal food or inhalant allergic background could 
be demonstrated. When I was at the New York University-Bellevue Medical 
Center Dr. Sulzberger and I studied these cases but could not find any allergic 
background. I have not tried Dr. Rothman’s suggestion, but I will try it. In 
Washington we used to see many of these cases. Dr. Harry Anderson pointed 
out that most of the children ate too much of carbohydrates, particularly “pop.” 
It might be interesting to study the sugar tolerance to see what it is in these 
patients. 

Dr. THEODORE CoRNBLEET: We have been able to corroborate the experience 
of the English that the disease in hospitalized children clears up spontaneously. 
Their lichen urticatus eruptions reappear promptly, however, when they go 
home. Of course, these children eat eggs while in the hospital. Dust has been 
suspected by some. 

Dr. Hersert Rattner: I have seen 3 cases at the Michael Reese Hospital 
which apparently were due to the ingestion of chocolate. There was improvement 
when all chocolate was eliminated and recurrence when it was again ingested. 

Dr. Francis E. Senear: Why is it, if this is due to sensitivity, that most of 
the patients are so much worse in the summer and better in the winter? Secondly, 
if the condition is due to sensitivity, why is it almost always confined to dispensary 
practice? I should think that the possibility of sensitivity to egg would be greater 
in children of private patients than in dispensary patients. 

Dr. Minnie O. Pertstern: There have been a number of instances in which 
children seen at 2 or 3 years of age with lichen urticatus have at a later age had 
true atopic dermatitis, either as such or as part of a generalized clinical allergic 
manifestation. 

Dr. STEPHEN RoTHMAN: I did not carry out cutaneous tests with egg white 
solution, and my observations have been purely clinical. Elimination diet terminated 
the eruption promptly in cases in which the disease had been present for many 
months. 

Dr. Rosert L. Barton (by invitation): I would like to know whether anyone 
has tried diphenhydramine hydrochloride (benadryl hydrochloride®) in lichen 
urticatus. 

Dr. James H. MitcHett: I used benadryl,® % capsule (25 mg.), in a small 
boy, and he slept for two or three days. 

Dr. SaAMuEL ZAKoN: I believe that if the benadryl ® were given to the mother 
whose child had lichen urticatus it might be helpful. I believe that it is the neurotic 
mothers that are the contributory cause in lichen urticatus. I tell the mothers to 
read Dr. Aldrich’s book, “Babies Are Human Beings.” I usually give phenobarbital 
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to the mother, and my results are as good as those of Dr. Rothman, who treats 
his patients with elimination diets. 


A Case for Diagnosis (Lichen Scrofulsorum?). Presented by Dr. FRANCcIs 
E. SENEAR and (by invitation) Dr. P. BosweE tt. 


C. J., a Negro infant aged 14 months, was referred from the Department of 
Pediatrics, University of Illinois Research and Educational Hospital. There was 
a history of a slightly pruritic eruption of five weeks’ duration and of swelling 
of the right middle finger for about the same length of time. General physical 
examination revealed nothing of significance except a tense, fusiform, only slightly 
tender swelling of the middle finger of the right hand. The result of a Mantoux 
test was strongly positive; all other laboratory studies, including the scrologic 
test for syphilis, elicited negative reactions. Roentgenographic examination of the 
affected finger showed an expansion of the shaft of the proximal phalanx with 
some irregularity of the bone structure, suggestive of spina ventosa. 

Dermatologic examination showed a generalized eruption, consisting of discrete 
papules, generally skin colored, up to pinhead size, in places surmounted by a fine 
scale. A few of the lesions were excoriated. Histologic examination of a specimen 
from the back showed a normal epidermis. There was a slight lymphocytic infiltrate 
about the duct of the sweat gland and about the superficial blood vessels. 


DISCUSSION 


Dr. Maurice OPPENHEIM (by invitation): I think that the disease is prurigo 
mitis of Hebra. It is a very common disease in Vienna. There are two kinds of 
prurigo mitis of Hebra. In one the eruption appears on the extensor aspects of 
the legs and arms and consists of equal-sized hard nodules, better felt than seen, 
with a high degree of itching. The lymphatic nodes in the femoral and inguinal 
areas are enlarged and indurated. This syndrome is characteristic for prurigo 
mitis. I consider prurigo mitis as a vitamin D deficiency. Before vitamin D was 
known, Hebra and Kaposi treated such patients with cod liver oil and they 
improved. Now they are treated with ultraviolet rays and vitamin D with the 
same result. Often prurigo of Hebra is connected with rickets. I would like to 
ask Dr. Senear whether he treated the child with vitamin D. This disease is 
extremely rare in the United States. The presented histologic picture is typical 
for prurigo of Hebra. 

Dr. Fertx Pinxus (by invitation): I must apologize to Dr. Oppenheim for 
a very different thought in this case. I saw such a case in an adult; I saw it in 
a Negro, and I saw it in the same form as in this case in the Receiving Hospital. 
There was an eruption about the same as you saw in this patient, but it was 
on the arms, and my co-workers and I could not make a diagnosis on microscopic 
examination. There was a follicle not like a tubercle, but something near to a 
tuberculid. There were vesicles on the side with some giant cells, and in the 
center there was necrosis. It is a form of tuberculid. Examining the section 
microscopically before I saw the patient, I took it for a tuberculid. When I saw 
the patient the eruption was quite the same as in this child today. It could be lichen 
scrofulosorum, but I do not think that it is. As near as I can judge these 2 cases, 
this one today and the one I saw in the adult, the disease is the same. It is not 
the well known form of tuberculid as seen in Negroes. I have never seen it in 
this form in the white race, and I have seen many cases of tuberculid in white 
patients. After seeing other cases I came to the conclusion that it must be a 
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tuberculid, with tuberculosis in the other organs. After seeing the same form 
in this child today, it looks like a certain form of tuberculid without a name. 


Dr. M. J. Reuter, Milwaukee: The clue to the cutaneous diagnosis is the 
spindle-shaped dactylitis on the right index finger. That could be either syphilis 
or tuberculosis. I did not see the roentgenogram of the finger, but, in view of 
the positive reaction to the tuberculin test, I believe that this is a follicular papular 
tuberculosis, namely, lichen scrofulosorum. 

Dr. R. H. Scutt: The Negro skin will show these minute papular and 
ketatotic lesions from the mildest amount of toxicity due to matry causes. When 
lichen scrofulosorum has been suspected, at no time has a histologic picture cor- 
responded to that described in standard histopathologic textbooks. I was glad to 
hear Dr. Pincus’ discussion. 

Dr. Maurice OPPENHEIM: I do not agree with Dr. Pincus. In spite of the 
fact that the child has tuberculosis, I believe that my diagnosis is correct. The 
mother told me that the child has intense itching. A tuberculid does not itch. In 
the histologic picture I did not see epithelioid or giant cells. I believe that this 
is a case of prurigo mitis of Hebra, which is almost unknown in America. In 
lichen scrofulosorum there is grouping, but not in prurigo. This case is typical 
for the classic description of Hebra and of others of prurigo mitis. 

Dr. Rusen NoMianp, Iowa City: I agree with Dr. Scull about the tendency 
of the Negro skin to produce lichenoid papules ir different circumstances. I believe 
that a number of things can produce such an eruption. One would assume that 
this is probably lichen scrofulosorum caused by a tuberculid reaction. 


Dr. Francis E. Senear: I appreciate Dr. Oppenheim’s diagnosis, because 
when I saw this patient I commented with respect to the lesions on the arms, that 
clinically they were exactly like the lesions of lichen scrofulosorum. Strophulus 
is a term that has been used in several ways. To me it is the same as lichen 
urticatus. Dr. Oppenheim pointed out that there was no grouping, but in lichen 
scrofulosorum early in the course there is no grouping; it is only later that the 
lesions become grouped. Third, the textbooks describe a papulovesicular type of 
lesion occurring in lichen scrofulosorum which is different from the ordinary type. 

With regard to itching, this as a rule does not occur in tuberculosis, but I 
have known Negroes to itch from many things that do not cause trouble in the 
white person. Workers at the Intensive Treatment Center say that many of the 
Negro patients with early syphilis complain of pruritus. As Dr. Oppenheim pointed 
out, prurigo is not seen in either the mitis or the ferox variety. I recall a year 
ago when I showed a patient, Dr. Oppenheim said that the disease was typical of 
prurigo and Dr. Rothman, who also has had experience with this disease abroad, 
said that it was not. 

I do wish to emphasize, as did Dr. Scull and Dr. Nomland, that the Negro 
skin has different manifestations. I do not believe that one can depend on the 
clinical course of the disease and the tendency of lichen scrofulosorum to disappear. 
From the roentgenogram of the fingers the diagnosis was spina ventosa. 


Discoid Lupus Erythematosus. Presented by Dr. Francis E. Senear and 
Dr. Marcus R. Caro. 


An 8 year old white boy was admitted to the Illinois Research and Educational 
Hospital on Feb. 16, 1946, with a dermatosis of seven months’ duration. The 
eruption, which was limited to the face, appeared soon after exposure to intense 
sunlight and had since repeatedly flared after similar exposures. There were no 
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associated constitutional symptoms. The past and family histories were non- 
contributory. There had, however, been frequent contact with a family friend who 
was known to have tuberculosis. In addition, a history was elicited of cold allergy 
with urticarial manifestations. The general physical examination revealed no 
abnormalities. The sedimentation rate, hemoglobin and erythrocyte count were 
within normal limits; the leukocyte count was 4,400 per cubic millimeter. A 
sternal puncture showed normal bone marrow. Roentgenographic examination 
of the chest showed accentuation of the hilar and bronchovascular markings. The 
result of a tuberculin patch test was moderately positive. 

Dermatologic examination revealed an eruption on the face limited to the 
“butterfly area.” The skin in this region was erythematous and showed some 
plugging of patulous follicles and, in places, a thin adherent scale. 

During the patient’s hospital stay there was almost complete regression of 
the eruption. Biopsy was not performed. 


Lupus Erythematosus, Subacute Disseminated. Presented by Dr. STEPHEN 
RotHMAN and (by invitation) Dr. A. L. SHAPrIRo. 


F. L., a white woman aged 61, first noted the appearance of pruritic erythematous 
spots on the left preauricular area and dorsum of the left hand in August 1945. 
These cutaneous manifestations were preceded by several months of irritability 
and fatigue. During the ensuing months the cutaneous lesions spread to other areas 
and increased in size. In addition, the patient lost 10 pounds (4.5 Kg.) in weight. 

On Feb. 28, 1946, the patient was admitted to the University of Chicago 
Clinics. She presented large scaling and crusted plaques on both cheeks and a 
number of similar small and large erythematous lesions with eroded arciform 
borders on the fingers, hands, forearms and chest. Bluish white patches with 
erythematous halos were noted on the buccal mucous membrane across the dental 
closure line bilaterally. 

The leukocyte count was 4,900, and the differential count revealed 36 per cent 
polymorphonuclear leukocytes and 56 per cent lymphocytes. The remainder of the 
blood cell count as well as the urine, blood lipids, nonprotein nitrogen and plasma 
proteins were normal. The sedimentation rate was 26 mm. per hour, and the 
urea clearance test showed slightly reduced function. The serologic reaction of 
the blood for syphilis was negative. 

Within a period of three days the patient was given 20,000,000 units of penicillin 
intramuscularly (1,000,000 every three hours). This treatment had to be interrupted 
because of severe chill, fever and fainting spell. 

Histologic sections from the skin and buccal mucous membrane are presented 
and show the characteristics of lupus erythematosus. 


DISCUSSION 


Dr. Francis W. Lyncu, St. Paul: It is interesting to observe lupus 
erythematosus in childhood because it stimulates new lines of thought. Not long 
ago Stokes and his associates pointed out the numerous factors which influenced the 
course of lupus erythematosus. It is unlikely that certain of these factors are of 
importance in children, for example the hormonal factors and certain of the 
infectious factors. I think that this child has discoid lupus erythematosus; it is 
interesting to note the roentgenologic changes in the chest. Roentgenologists are 
increasingly concerned with the changes found in lupus erythematosus, and at 
least some of them think that they are somewhat specific so that one can at least 
suggest the clinical diagnosis of lupus erythematosus after roentgenologic study of 
the chest. 
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I agree with the diagnosis in the case of the older woman, though I think 
it uncommon to see the active stage of lupus erythematosus at her advanced 
age. The sharpness of the border is the striking feature of her eruption. 

Dr. Epwarp A. OLtIver: I was interested in seeing the improvement in Dr. 
Rothman’s case. I saw this patient three weeks ago with Dr. Rattner, and we, 
too, made the diagnosis of subacute lupus erythematosus. She certainly has 
responded well to treatment. When I first saw her, the lesions were inflammatory 
and the borders were dikelike elevations. Because of the symmetry of the lesions, 
the fact that the patient was febrile and the feeling of general malaise, I felt that 
she was suffering with subacute lupus erythematosus. 

Dr. Hersert Rattner: I think, as Dr. Oliver does, that the improvement 
can be credited to the penicillin rather than rest in bed. The clinical picture in this 
case was indeed unusual. 

Dr. M. J. Reuter, Milwaukee: I believe that it was at the last meeting that 
Dr. Rothman mentioned improvement clinically in a patient with acute lupus 
erythematosus, from penicillin in doses comparable to those given in subacute 
bacterial endocarditis. For the last three weeks I have been giving a woman with 
acute lupus erythematosus 500,000 units a day. She is rapidly getting worse despite 
this therapy. 

Dr. Earte Pace: Relative to the age, I had the unfortunate experience since 
last summer of seeing 2 patients with the disease in an acute stage, women of ages 
68 and 71. The disease started after sunburn last summer. Both are dead. 

Dr. Marcus R. Caro: The child has done remarkably well after rest in 
bed. The lesions have nearly disappeared with bed rest and a diet high in vitamins. 

Dr. StePpHEN RorHMAN: I agree with Dr. Lynch and Dr. Oliver that this 
was an odd eruption. I was much relieved when I heard that Dr. Oliver had 
diagnosed it lupus erythematosus, and I admired his readiness to do so. Biopsy 
and laboratory examination have proved .beyond doubt that this was lupus erythe- 
matosus. It is unusual to see eroded arciform edges. I agree that this patient did 
well with large doses of penicillin. Her rapid improvement can hardly be interpreted 
as due to bed rest or as being a spontaneous remission. My patient with acute 
lupus erythematosus whom I mentioned in the February meeting, who obtained 
a total of 76,400,000 units of penicillin in eight days, lived for six more weeks 
but died two days ago. The patient had verrucous endocarditis, but on histologic 
examination a striking feature was the scarcity of inflammatory cells in the vicinity 
of the lesions. No signs of penicillin damage were found at autopsy. 


Vitiligo. Presented by Dr. CLeveLaAnp Wuirte and (by invitation) Dr. R. C. 
Ranguist and Dr. K. M. Baker. 


Keloid of the Scalp Present at Birth. Presented by Dr. James R. WEBSTER 
and (by invitation) Dr. Francis HEtTREED. 


E. H., a white boy aged 9, has a lesion on the scalp which was present at birth 
and has not changed since that time other than to enlarge slightly; it is not 
growing proportionately to the growth of the child. 

The patient is the sixth child in the family. There were no unusual events 
during the pregnancy. The delivery was normal, without instruments, after labor 
of only a few hours, and there is no history of appreciable caput succedaneum at 
birth. The mother has an interesting story to account for the lesion, according to 
common superstition. 
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The lesion is located in the midline of the scalp, approximately at the site of 
the posterior fontanelle. It is approximately the size of a 50 cent piece, well 
defined, ivory colored and irregularly stellate in shape, with a few pea-sized 
similar lesions at its periphery. The maximum elevation in the center of the 
lesion is about 4 mm. It is firm and moves easily with the scalp over the 
underlying bone. The surface is devoid of hair and is smooth and glistening. There 
is no roentgenographic evidence of underlying bony change. 

The vaccination on the left arm, which according to the mother exhibited 
“a good take,” has left only a smooth soft nonelevated pliabie scar. 

A survey of the literature fails to reveal reports of similar cases, and the 
patient is presented to ascertain whether any of the members have observed such 
a phenomenon. 

DISCUSSION 

Dr. Micuaet H. Expert: This is a case of permanent alopecia in a single 
area on the scalp which manifestly is not due to pseudopelade, lupus erythematosus, 
folliculitis decalvans or the usual causes of that type of alopecia. In addition, there 
is a large nodule which seems to be deeper than the corium; in fact, the skin can 
be moved over it. It seems to be in the hypoderm. The lesion has been present 
since birth. It is difficult to evaluate the possible result of trauma when the child 
was passing through the birth canal: According to the mother, there were no 
forceps used and no caput succedaneum occurred; nevertheless a minor trauma 
may have resulted in permanent scarring alopecia, as Dr. Finnerud showed in a 
series of cases he studied. There was no history in this case of a trauma which 
could produce a break in the surface of the skin or that could produce a keloid. It 
is true that keloid may follow trauma which does not break the surface. I am 
inclined to think that this is a fibrotic nevus. 

Dr. Maurice OppeNHEIM (by invitation): I agree with Dr. Ebert. This 
lesion belongs to the group of congenital aplasias. It is of nevoid type. It was 
first described by Voerner. The typical location is on the vertex. I have seen 
several cases of this kind, and many cases have been published. Sometimes it is 
a typical atrophy with absence of connective tissue; sometimes there is hypertrophy. 
It is no wonder that sometimes there is keloid formation. This disease belongs to 
the congenital circumscribed atrophy of the skin and is probably caused by amniotic 
concretion. 

Dr. JaMes R. WesstTER: I appreciate the discussion. It was my intention to 
periorm a biopsy, but I thought that I would present the case first and then have 
the examination made. 

In answer to Dr. Ebert, the lesion was present, as it is now, at birth and is 
not the result of trauma at delivery. It has the clinical picture of a hypertrophic 
scar. I do not know whether it is developmental and of the type Dr. Oppenheim 
suggests. One does see a substantial number of cases of spontaneous keloid 
occurring in grown persons with no antecedent trauma. I thought that this might 
be similar in character, but developing in intrauterine life. 


Terebrating Basal Cell Epithelioma (Intermediate Cell Type). Presented 
by Dr. StepHEN RorHMAN and (by invitation) Dr. Z. FEtsHEr. 


Pyoderma Faciale (O’Leary). Presented by Dr. StepHeN RoTHMAN and 
(by invitation) Dr. A. S. SHAPrRo. 
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Generalized Progressive Scleroderma with Unusually Extended Ulcera- 
tions after Sympathectomy. Presented by Dr. STEPHEN ROTHMAN and 
(by invitation) Dr. G. F. Pinne. 


Necrobiosis Lipoidica Diabeticorum in a Girl Aged 8 Years. ° Presented 
by Dr. CLEvELAND J. WHITE. 
DISCUSSION 

Dr. Henry E. Micuetson, Minneapolis: When Dr. Pinkus was with us, he 
went over our material on necrobiosis—we have had about 30 cases—and he 
brought out the fact that the microscopic observations were quite different in 
different patients. We saw specimens that had decided necrobiosis and those that 
had considerable xanthoma in the slides and some that looked surprisingly like 
granuloma annulare. The entire subject of the pathologic changes of necrobiosis 
could well be worked over, for there might be newer observations that could be 
added. 

Dr. Maurice OPPENHEIM (by invitation): It is extremely rare to see the 
disease, which I described first, at this age. There is always a diabetic history 
in these cases. There was only 126 Gm. of sugar in the blood in this case, but 
there is a diabetic history in other members of the family. I do not believe that 
this disease exists without diabetes. 


Epidermolysis Bullosa; Acquired Type. Presented by Dr. L. F. Weser and 
Dr. IRENE NEUHAUSER. 


Hyperpituitarism Associated with Cutis Verticis Gyrata. Presented by 
Dr. Micuaet H. Esert and (by invitation) Dr. M. S. Kacen. 


Tuberculosis Verrucosa Cutis. Presented by Dr. Micnuaret H. Esert and 
(by invitation) Dr. M. S. KaceEn. 


A Case for Diagnosis (Lymphoblastoma?). Presented by Dr. THEopoRE 
CoRNBLEET and (by invitation) Dr. H. ScHorr and Dr. M. S. Kacen. 


Lepra, Lepromatous Type. Presented by Dr. Micnart H. Esert and (by 
invitation) Dr. N. L. BAKEr. 


Erythema on the Terminal Phalanges: Two Cases. Presented by Dr. 
THEODORE CoRNBLEET and (by invitation) Dr. H. Schorr and Dr. M. S. KaceEn. 


Nevoxanthoendothelioma. Presented by Dr. Hersert RATTNeER and (by invita- 
tion) Dr. H. Roprn and Dr. N. L. BaKer. 


M. B., a Negro girl aged 1 year, presents dark tumors on the body which 
appeared four months ago. The mother was treated for syphilis during the time 
she was pregnant with this child. Two Kahn reactions of the child’s blood were 
negative. 

There are generalized soft painless pigmented round papules from 2 mm. to 
2 cm. in size. There is a large group of variable size on the abdomen, some of 
which are yellow in the center. They are present in a linear arrangement on the 
posterior surface of the right leg. 








SOCIETY TRANSACTIONS—CHICAGO 485 


DISCUSSION 

Dr. Cart W. Laymon, Minneapolis: Nevoxanthoendothelioma is a rare 
disease. This is the first time I have seen it in a Negro. One of the features 
is the unusual number of lesions. In McDonough’s first case the lesions were 
limited in number. There is usually no disturbance in the blood lipids and the 
lesions usually disappear spontaneously in six months to a year. 

Dr. Marcus R. Caro: I had occasion to examine a section from this patient. 
The section stained with hematoxylin and eosin was nearly identical with that in 
the case reported by Dr. Senear and me some years ago (ArcH. Dermat. & 
SypH. 34:195, 1936). I agree with the diagnosis as presented. 


Fibrosarcoma. Presented by Dr. THEoporeE CorNBLEET and (by invitation) 
Dr. D. CoHen and Dr. N. L. Baker. 


Marcus R. Caro, M.D., President 


Leonard F. Weber, M.D., Secretary 
April 17, 1946 


Generalized Herpes Zoster. Presented by Dr. Micnuaet H. Expert and (by 
invitation) Dr. J. GRAFFIN. 


A Case for Diagnosis (Pustular Eruption of the Palms and Soles). Pre- 
sented by Dr. MicHaet H. Esert and (by invitation) Dr. N. L. Baker. 


J. S., a white girl aged 17, first noticed an itching eruption on the palms and 
soles four months ago. This did not improve with the usual soaks and ointments, 
but improved somewhat with sulfathiazole given by mouth. There is a deep pustular 
scaling eruption on the insteps and on the thenar and hypothenar eminences of the 
hands. The nails are stippled. 

DISCUSSION 

Dr. Cart W. Laymon, Minneapolis: This type of case presents a diagnostic 
and therapeutic problem. I think that acrodermatitis continua or dermatitis repens 
could be ruled out in this case because of the symmetry. Dr. Ebert says there 
is no evidence of a fungous infection. That suggests pustular psoriasis or pustular 
bacterid. It is not difficult to make a diagnosis of pustular psoriasis if one sees 
actual psoriatic lesions on other parts of the body which, however, are not present 
here. I favor a diagnosis of pustular bacterid, and it would be well to search for 
foci of infection if such has not been done. 

Dr. Epwarp A. Otiver: I agree with the diagnosis of pustular bacterid. I 
think as Dr. Laymon does, that in the absence of any real signs of psoriasis, one 
must consider that diagnosis. In pustular bacterid infections, the commonest 
locations are the thenar and hypothenar eminences of the palmis and on the sides 
of the feet near the heels.. The lesions here are on the midportions of the feet, 
but if cultural examination for fungi is negative, I believe that the diagnosis of 
pustular bacterid must be considered. The patient’s teeth were in good condition, 
but I thought that one tonsil appeared enlarged and slightly ragged. I am 
accustomed, in this type of case, to look carefully for a focus of infection, for 
only when that focus is removed does the condition clear up. 

Dr. STEPHEN ROTHMAN: The patient has considerable hyperhidrosis, which 
is often associated with nonbacterial and nonmycotic dyshidrosis. Although it is 
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true that the vesicles in dyshidrosis are not on top of sweat gland ducts, possibly 
the imbibition of the horny layer with sweat may be a factor in these vesicular 
eruptions which, as Dr. Becker pointed out, are often associated with exudative 
neurodermatitis. Chemical analysis of the vesicle content will decide whether they 
originate from sweat. Emotional hyperhidrosis may well explain the assumed 
“functional” origin of dyshidrosis. 

Dr. S. W. Becker: I think that this is the type of eruption that Tilbury-Fox 
called dyshidrosis. He said that these patients all have hyperhidrosis and that 
the lesions started as blocked-up accumulations of sweat. I do not believe that 
pustular psoriasis should be considered. I believe that the eruption which Andrews 
called pustular bacterid is simply pustular dyshidrosis, of which this is a classic 
example. 

Dr. Francis W. Lyncu, St. Paul: My line of thought is much like that of 
Dr. Rothman and Dr. Becker. Is one justified in using the term pustular bacterid 
in cases in which one does not demonstrate bacteria in the lesions or in any focal 
infection? Is it not wiser to use a general term rather than to use a narrow 
term loosely? That is, might it be better to think of all these cases as of 
dyshidrosis, or would it be practical to call the conditions recalcitrant vesicular 
or pustular eruptions of the soles and palms and leave the mind open for future 
developments? I am not sure of the best answers to my questions. 

Dr. Epwarp A. Otiver: Recently, with the return of men from service, I saw 
a number of cases of hyperhidrosis of the palms and soles. In all of them the 
vesicle is much more superficial and not nearly as deep seated as this type of 
lesion is. Because one cannot find a focus of infection, it does not mean that 
Andrews was not correct in saying that if one removes the focus of infection 
the eruption will clear up. I have had a number of cases with definite foci of 
infection in which, on removal of the focus, the eruption cleared up. 

Dr. Francis E. Senear: I cannot think of anything in which there is more 
confusion than in the diagnosis of eruptions of the hands. I would like to ask 
Dr. Becker, because I think he is confusing me more, how one reconciles a condition 
like dyshidrosis, which is a recurrent disease, with one which is so chronic or so 
recalcitrant as is the pustular bacterid type of infection. I agree with Dr. Lynch. 
I like the term recalcitrant eruption because it does not commit one to anything. I 
wonder whether Dr. Becker meant that ordinary dyshidrosis in the Tilbury-Fox 
sense eventually becomes chronic and of the recalcitrant type. The outstanding 
characteristic of these recalcitrant eruptions is that there are flattened lakes of 
pus with a different type of eruption than that seen in dyshidrosis. I would like, 
if I am going to be further confused, to know in which direction to carry my 
confusion. 

Dr. S. W. Becker: I think that there is more difference of opinion about 
this particular type of eruption than about any seen in dermatologic practice. I 
remember the statement Dr. Peck made when Andrews read his paper at the 
American Medical Association meeting in Milwaukee. The accumulations of 
leukocytes in the vesicles are epidermal; there is no erythema about them; they 
are different from infected lesions. I have seen patients who had what would 
be called ordinary dyshidrotic lesions which became infected, as a result of 
which the vesicles were surrounded by erythema and were under tension. I am 
not prepared to state why some patients present clear vesicles and some pseudo- 
pustules. We may be dealing with two entirely different diseases, but I do not 
know how to distinguish them. 
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Dr. Francis W. Lyncu: Tilbury-Fox in his original description mentioned 
that in certain cases the dyshidrosis becomes chronic. The chronic condition he 
had in mind is evidently not what most of us have in mind today when we use 
the term dyshidrosis. 

Dr. Micuaet H. Expert: This type of case presents a problem in nomenclature 
rather than in diagnosis. We are all familiar with this entity. It is a recalcitrant 
eruption characterized by lakes of pus which dry and scale, leaving an erythematous 
surface with a predilection for the soles and palms. A few days ago this young 
woman presented pustules on both hands and feet. Today only scaly relics are 
present. It is a question whether this disease should be designated a bacterid, a 
recalcitrant eruption or pustular psoriasis. In some cases the presence of psoriasi- 
form lesions along the areas, with an eruption identical with this on the palms 
or soles, makes a diagnosis of pustular psoriasis a likely one. In such cases one 
should search for foci of infection. If their removal results in cure it would 
seem that the disease is a bacterid. This girl has such a focus in her tonsils. These 
will be removed with, I hope, good results. 


Lichen Striatus. Presented by Dr. Davin V. OmMENs and (by invitation) Dr. 
Harotp D. Omens and Dr. J. GARFFIN. 


Lichen Planus. Presented by Dr. Davi V. Omens and (by invitation) Dr. 
Harotp D. Omens and Dr. J. GRaAFFIN. 


A Case for Diagnosis (Dermatitis Atrophicans?). Presented by Dr. Hersert 
RATTNER and (by invitation) Dr. H. Roprn and Dr. N. L. Baker. 


Pseudoxanthoma Elasticum. Presented by Dr. Micuart H. Esert and (by 
invitation) Dr. N. L. Baker. 


C. B., a white woman aged 62, about twelve years ago noticed that the skin 
of the neck began to sag and she could stretch it rather freely. Then the skin 
over the arms, legs and abdomen took on a peculiar pitted appearance and 
yellowish color. There have been no other symptoms, and she has been in good 
health. 

The sides of the neck, flexor surface of the arms and legs, axillas, abdomen 
and thighs are involved in the process; the skin over these areas is extremely 
lax, pitted and yellow. The ophthalmologist reported that there were no angioid 
streaks seen on the retina. 

The roentgenographic examination of the chest showed mild atheromatosis of 
the aorta and calcification in the trachea and main bronchi. The total cholesterol 
of the blood serum was 196 mg. per hundred cubic centimeters (within normal 
limits), the cholesterol esters were 41 per cent (50 to 75 per cent is normal) 
and the total blood lipids were 0.79 Gm. per hundred cubic centimeters (0.57 to 
0.82 is normal). The albumin-globulin ratio and the total blood proteins were 
normal, the fasting blood sugar was 90 mg. per hundred cubic centimeters. The 
alkaline phosphatase and blood calcium were normal. The histologic examination 
showed typical changes of pseudoxanthoma elasticum. 


DISCUSSION 
Dr. M. J. Reuter, Milwaukee: This is an unusual case and is the most 
extensive involvement with pseudoxanthoma elasticum that I have seen. The 
skin is lax and thrown into folds but is not hyperelastic, because if the skin is 








488 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


stretched it does not fall back into place. Cutis hyperelastica and Ehlers-Danlos 
syndrome were the diseases that I considered in the differential diagnosis. Clinically 
the yellowish white papules suggest pseudoxanthoma elasticum, with the final 
diagnosis dependent on the results of the microscopic examination. 

Dr. Cart W. Laymon, Minneapolis: This is the most extensive involvement 
with pseudoxanthoma elasticum I have ever seen. I, too, felt at first that it might 
be an example of the Ehlers-Danlos syndrome. There was no tumor formation. 
As Dr. Finnerud suggested, one must not regard pseudoxanthoma elasticum as a 
cutaneous disease only because there may be changes in all of the elastic tissues 
of the body. Since one finds calcification in the skin in pseudoxanthoma it is 
not surprising that it may also be found in the lung. The skin in pseudoxanthoma 
elasticum looks like that of a plucked chicken, a clinical feature which is of 
value diagnostically. 


Xanthoma Tuberosum. Presented by Dr. Micuaet H. Esert and (by invitation) 
Dr. M. S. KAGEN. 


S. P., a white man aged 31, had yellowish nodules on his elbows, knees and 
heels ten years ago. Several lesions on the elbows gradually enlarged to the 
size of a marble, and two tumors were excised on the left elbow. 

On March 13, 1946, the patient was found to have a total blood cholesterol of 
800 mg. per hundred cubic centimeters, and he was given an animal-fat-free diet 
at that time. On April 2, 1946, the total blood cholesterol had dropped to 740 
mg. per hundred cubic centimeters and the lesion on the right elbow appeared 
smaller. The results of the physical examination were entirely negative except 
for the xanthomatous lesions. The histologic examination showed typical changes 
of xanthoma tuberosum. 

DISCUSSION 


Dr. STEPHEN RoTHMAN: The patient also had tendon xanthomas. In all 
these cases there is disturbance of the lipid metabolism. It is unusual to see 
pedunculated xanthomas, and I wonder whether the lesion of the elbow is not a 
simple fibroma. In one of my cases of generalized xanthomatosis the eruption 
cleared up and the blood lipid values returned to normal during pregnancy. After 
delivery the patient relapsed. The administration of progesterone was ineffective. 
Effective treatment for xanthoma tuberosum is local ultraviolet irradiation. 

Dr. THEODORE CorNBLEET: This patient was given dietary therapy, resulting 
in a moderate decrease in the blood cholesterol. Such a small decrease could 
be accounted for, I believe, in the ordinary fluctuations of the lipid levels. My 
experience with dietary therapy has not proved this approach to be effectual. I 
have followed carefully patients with xanthomatosis with both raised and normal 
levels of blood cholesterol, without finding any decisive clinical or laboratory 
changes. 

Dr. Cart W. Laymon, Minneapolis: I want to corroborate what Dr. Cornbleet 
said. One reads in the literature that the response to a low fat diet in xanthoma 
tuberosum is good, but in my experience it has been disappointing both clinically 
and in reduction of the cholesterol blood level. 

Dr. STEPHEN RorHMAN: Low cholesterol diet is obviously ineffective, because 
cholesterol is synthetized in the body as shown in experiments with labeled 
carbon atom compounds by the Harvard group. 

Dr. Ropert L. Barton (by invitation): I would be interested to know 
whether in Dr. Rothman’s cases the blood fats showed great improvement. 








Ss 


ly 
al 


if 


> 


a a oe OE 


i i i | 








SOCIETY TRANSACTIONS—CHICAGO 489 


Dr. STEPHEN RotHMAN: I had 1 diabetic patient that improved. 

Dr. Francis E. Senear: I was interested in what Dr. Rothman said about 
the endocrine aspect. An internist showed me a patient that he had cured with 
thyroid extract. This was the second case he had and he was publishing reports 
of them. It is apparent from those 2 instances that it is worth considering the 
endocrine aspect. 

Dr. THEODORE CoRNBLEET: Thyroid has been given a trial in this patient 
without causing any improvement. In any case, however, I believe that thyroid 
should be tried. 


A Case for Diagnosis (Erythema Figuratum Perstans; Erythema Annulare 
Centrifugum [Darier]?). Presented (by invitation) by Dr. Maurice 
OpPENHEIM and Dr. D. ConHeEn. 


A Case for Diagnosis (Pityriasis Rubra Pilaris?). Presented by Dr. Epwarp 
A. OLIver and (by invitation) Dr. A. B. HENNINGSEN. 


Onychomadesis. Presented by Dr. Francis E. SENEAR. 


Koilonychia with Dystrophic Nail Changes Following Gastric Resection. 
Presented by Dr. STEPHEN ROTHMAN and (by invitation) Dr. A. L. SHapiro. 


C. C., a white man aged 20, had a splenectomy at the age of 6 because of 
repeated hematemesis and melena due to Banti’s syndrome. He subsequently had 
esophageal and gastric varices. The varices in the esophagus were treated with 
injections of sclerosing solutions, but hemorrhages from the gastrointestinal tract 
continued. On Aug. 31, 1944, a total gastrectomy was performed. Since then he 
has had only one hemorrhage, on Feb. 5, 1945. 

About two months after the operation the patient noticed transverse bands on 
the nails. A few months later dystrophic nail changes developed and progressed. 
When seen in the Dermatology Clinic of the University of Chicago on March 30, 
1946, he presented flattening and a tendency to concave curving of all finger nails, 
onycholysis with loss of large parts of the plate of the right first and second and 
left third fingers and transverse white bands on left fourth and fifth finger nails. 
There was exaggerated koilonychia of the right second and left fifth toe nails 
and an onycholytic distorted right great toe nail. 

On March 29, the erythyrocyte count was 4,630,000, hemoglobin 10.5 Gm. and 
leukocyte count 13,050; the differential count showed 64 per cent polymorphonuclear 
leukocytes, 18 per cent large lymphocytes, 14 per cent monocytes, 1 per cent 
eosinophils, 2 per cent basophils and 1 per cent stab forms. There was considerable 
hypochromasia and moderate anisocytosis of the erythrocytes. In July 1944 the 
Kahn reaction of the blood was negative. 


DISCUSSION 


Dr. Francis W. Lyncu, St. Paul: In this instance I think that there is 
a disturbance in the growth and the metabolism of the nail itself, undoubtedly 
associated with some systemic disturbance. I think that most dermatologists 
now realize that such thinning and brittleness of the nails are related to a 
disturbance in iron metabolism. In this case there is rather considerable hypo- 
chromic anemia. Nail changes of this type are probably not associated with 
hemoglobin deficiency, but rather with some disturbance in the absorption and 
metabolism of iron. 
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This case can well be contrasted with the preceding one in which the dis- 
turbance is in the growth of the nail rather than its metabolism. I think that 
it is less likely that there is an association with any systemic disturbance, since 
the nail seemed to be produced at the normal rate. The defect there is some 
disturbance in the attachment of the nail to the nail bed, since the nail and the 
bed separate as the nail progresses slowly and distally over the nail bed. 

Dr. Francis E. Senear: I think that we appreciate what Dr. Lynch 
pointed out. That is the reason I rather like this name, onychomadesis, because 
the nail formed normally and fell off. I would rather use that name than 
onycholysis because there is no destruction of the nail. 

Dr. THeoporeE CornsLEET: Koilonychia may be a part of the Plummer- 
Vincent syndrome, in which dysphagia may be prominent. Iron metabolism 
may be a factor. 

Dr. Rosert L. Barton (by invitation): In supplementation of what Dr. 
Lynch said about iron therapy, the internists are enthusiastic about iron therapy 
in anemias of women approaching the menopause in whom koilonychia is a 
frequent sign. With this boy’s losing a corisiderable amount of blood and having 
had a gastrectomy, I believe, as Dr. Lynch does, that the koilonychia may be 
attributable to his iron deficiency anemia. 

Dr. STEPHEN RorHMAN: I do not know whether there is a special Plummer- 
Vincent’s syndrome. It seems rather that any kind of hypochromic anemia 
elicits such nail changes. 


Pemphigus Erythematosus (Senear-Usher Syndrome). Presented by Dr. 
R. H. Scutt. 


E. P., a Negro aged 41, presents a condition that began eight months ago 
on the scalp and on the face, later involving the back and chest. The condi- 
tion of the scalp favored that of seborrhea, while that of the face resembled 
lupus erythematosus. The lesions of the chest and back were circumscribed 
papular crusting discrete lesions such as are present today. 

This patient was presented to the Chicago Dermatological Society and to 
the American Dermatological Association as having pemphigus foliaceus in 1940. 
He was treated with acetarsone. After a few months the lesions cleared up. 
While the patient was under observation and receiving treatment, the eruption 
present today developed. The results of the laboratory examinations were normal. 
A biopsy showed acanthosis of the epithelium with sloughing off of the hyper- 
keratotic and dyskeratotic layer. In the corium there was a perivascular infil- 
trate, mostly of lymphocytes. 

DISCUSSION 

Dr. Ottver S. Ormssy: I think that the patient presents the triad of 
symptoms which belong to pemphigus erythematosus, namely, a lupus-like erup- 
tion on the face, seborrheic dermatitis in the scalp and bullous lesions on the 
body. Often the lesions on the body develop seborrheic dermatitis-like crusts. 
When one of these patients was first seen, about thirty-five years ago (ARCH. 
Dermat. & SypuH. 4: 284, 1921), this type of case had not been previously 
described. That particular patient is still under observation, but for other condi- 
tions. This case, together with two others, was described later by Senear and 
Usher (Arcu. Dermat. & Sypu. 13:761, 1926). We considered the condition 
benign at that time, which it has usually proved to be. The histologic struc- 
ture in our original case, studied by Dr. Finnerud, showed pemphigus. Though 
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most of the lesions were considered to be benign, in some cases there was a 
malignant course. In the majority of cases a benign type of pemphigus is present. 

Dr. Epwarp A. Otiver: This case is similar in many respects to the case 
of pemphigus erythematosus that Dr. Zakon reported last month. This patient 
had severe pemphigus vulgaris first, as did his patient, and then this type of 
disease developed. 

Dr. Maurice OpPpENHEIM (by invitation): I can see the Senear-Usher 
syndrome as a primary lesion of pemphigus in most of the cases. In this case 
the changes from malignant pemphigus foliaceus to the benign form could be 
caused by the acetarsone therapy. If one gives acetarsone to a patient with 
pemphigus one often changes the type of lesions. Instead of blisters and blebs 
there occur lichenoid and papular lesions without blisters. 

Dr. MicuaeLt H. Esert: In this connection, it should be stated that there 
are exceptions to all rules in medicine. At present there is an exception to 
the rule Dr. Oppenheim just enunciated, that the clinical course of pemphigus 
foliaceus is changed by the proper administration of acetarsone. I have under 
observation at Cook County Hospital a young woman of 36, with what I 
should like to call malignant pemphigus vulgaris, of three and one-half months’ 
duration, She has extensive bullae on the trunk and extremities and in the 
mouth. She is very ill. Acetarsone has been administered according to Dr. 
Oppenheim’s formula. In addition, she had been given blood transfusions in 
order to keep the blood protein level as nearly normal as possible. Penicillin 
in large doses has been administered since admission. In spite of this, her 
temperature rose every day to 102 or 103 F. In spite of the acetarsone and all 
other medication, the course has been steadily downhill and has not been influenced 
in the least by any form of medication. (The patient died two months after 
the meeting.) 

Dr. H. E. MicHetson, Minneapolis: I think that those of us who see and 
have seen a good deal of pemphigus should occasionally state our impressions. 
As I think over the cases that we have had in the University Hospital, I am 
inclined to think that the resistance of the patients to the disease seems to be 
important. Patients who have little resistance die quickly in spite of any 
therapy, and the other type of patients responds to a great many preparations, 
such as arsenic, suramin sodium, transfusions and the like. I think that it 
should be emphasized that acetarsone, whether given according to schedule or 
not, is not a specific remedy. For my own part, I cannot believe that a schedule 
can be the important point in administration of this drug, for, if it were so 
specific in its action, it should affect the lesions when given in an adequate 
dosage. One must not forget its toxicity, and I presume that the schedule 
is drawn up with the hope of preventing accumulative action. Observers in the 
older literature brought out the point that the disease in those patients whose 
lesions crusted readily and remained dry had a better prognosis than in those 
whose lesions were wet and did not crust. 


Dr. OpPpENHEIM: I do not agree with Dr. Michelson. A fatal prognosis 
was made by Newman if pemphigus started in the mouth or in the genital area. 
He said that if pemphigus started in other parts of the body a benign type could 
be expected. Kaposi had the same opinion, and so did Hebra. 

In the case mentioned by Dr. Ebert I would ask whether the acetarsone 
was administered in capsules. If there are oral lesions it is dangerous to use 
acetarsone, because the parenteral absorption of acetarsone is dangerous and 
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cutaneous rashes, high temperature and erythema will follow. In such cases 
the acetarsone must be given in capsules, so that absorption takes place in the 
intestinal tract. According to my long experience with pemphigus, there is 
now no better treatment. Vitamin D therapy, blood transfusions, suramin sodium 
and all other methods are merely additional methods. 


A Case for Diagnosis (Keratosis Follicularis?). Presented by Dr. Creve 
LAND J. WHITE and (by invitation) Dr. Ropert C. RANQuist and Dr. 
KENNETH BAKER. 


Nevus-Araneus-Like Telangiectases with Palmar Erythema. Presented by 
Dr. S. WiLttaAM BECKER. 


Miss F. B., a nurse aged 23, had had an erythematous lesion on the dorsal 
aspect of the terminal phalanx of the left middle finger as long as she could 
remember. She considered it a birthmark. Two erythematous papules developed 
on the right cheek in January 1943. In July 1944, they were desiccated, paled 
out for one week, and then recurred. They were retreated in 1945, while the 
patient was in the army, with no improvement. An additional lesion appeared on 
the dorsum of the left hand a year ago and a second one during the last ten months. 
Her palms for years have shown mottled erythema, and she believes that her 
soles have been somewhat red. The palms and soles have always perspired 
profusely, which she attributes at least in part to nervous tension. If her hands 
hang down, the palms become darker and the hands feel swollen. When she 
blows her nose, a little blood is produced, but there is no definite flow of blood. 

At her recent discharge from the army, she was told that she had a deviated 
septum, but no mention was made of intranasal telangiectases. No one in the 
family has red palms or soles, a nevus-araneus-like lesion or severe nosebleed. 
She has always been in good health. 

Examination showed the soles to be slightly erythematous, while the palms 
showed diffuse mottled erythema. The dorsal surface of the terminal phalanx 
of the left middle finger showed an erythematous nonelevated lesion from which 
blood could be expressed by pressure. On the dorsal surface of the left hand 
was a nevus-araneus-like lesion. On the dorsal surface of the right hand, there 
were three erythematous macules, from which blood could be expressed by 
pressure. On the right middle finger was nevus-araneus-like telangiectasis. 


DISCUSSION 
Dr. Francis E. SeneEAaR: The patient said she could detect pulsation. 


Dr. THEODORE CORNBLEET: Was there anything found to show that the liver 
is at fault? Hepatic changes have been incriminated in some cases. 


Dr. S. W. Becker: I asked tlus girl to come here because she was worried 
for fear she might have some severe toxic disease. She has been discharged from 
the army just recently and has had several physical examinations. She has 
always been in good health and is a hard-working nurse. Her family history is 
irrelevant. It is difficult to make a diagnosis. I thought that Osler’s disease 
was probably ruled out because of the absence of nasal bleeding. She has never 
been pregnant, so that pregnancy cannot be responsible for the appearance of 
the lesions. She has had palmar erythema for many years. I think that the 
patient has slight palmar erythema with lesions of the nevus-araneus type. 
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Monilethrix. Presented by Dr. StepHEN RoTHMAN and (by invitation) Dr. 
M. R. Rosin and Dr. Z. FELSHER. 


Lichen Nitidus. Presented by Dr. Francis E. Senear and (by invitation) 
Dr. ADOLPH ROSTENBERG JR. 


Poikiloderma Vasculare Atrophicans. Presented by Dr. STEPHEN ROTHMAN 
and (by invitation) Dr. A. L. SHAprtRo. 


M. W., a woman aged 47, has always had a dry skin. Ten years ago, while 
warming herself over a hot radiator, she noticed a rather sudden onset of a 
generalized erythematous eruption on her body. In 1941 she visited the University 
of Chicago Clinics, where the diagnosis of poikiloderma vasculare atrophicans 
was made. She had a reduction of sugar in the urine, but the glucose tolerance 
test proved this to be renal glycosuria. The patient was presented before the 
Chicago Dermatological Society on Oct. 15, 1941 (Arcn. Dermat. & Sypu. 
45:800 [April] 1942). 

Previous treatment, including arsenic and ultraviolet ray therapy, had been 
unsuccessful. In our clinic thorium-x was applied to localized areas with only 
temporary slight improvement. Bland ointments on the skin provided some 
relief of dryness. 

The patient returned to our clinic on March 27, 1946, after a lapse of four 
and one-half years and stated that there had been no essential change in her 
condition. However, she was convinced that she improves just before and during 
her menstrual periods. She presented a generalized erythematous dermatitis with 
telangiectases, depigmentation and areas of lichenification. There was a fine 
diffuse scaling as well as localized patches with decided scaling. There was 
moderate enlargement of lymph nodes. The leukocyte count was 4,800 and the 
hemoglobin 15.8 Gm. The Wassermann and Kahn reactions of the blood were 
negative. 

A biopsy of the left scapular region showed the horny layer to be of normal 
thickness with several parakeratotic sections. The granular layer varied from 
1 to 3 cells in thickness. There was considerable edema in the basal layer and 
adjacent rows of cells and, to a lesser extent, intercellular edema of the remain- 
ing stratum mucosum. The upper part of the corium showed extensive edema with 
considerable lymph space and blood vessel dilatation and proliferation and a 
predominantly lymphocytic perivascular infiltrate. In one localized area. the 
epidermis was completely disorganized up to a few cell layers of the surface by 
dermal edema and infiltrate. There was collagen and elastic tissue degeneration in 
the upper third of the corium. 

DISCUSSION 


Dr. Epwarp A. OLtver: I think that this is a poikiloderma-like eruption. 
I think that Dr. Oppenheim will agree that the earliest changes are about the 
eyelids. There is generally inflammation and edema of those parts. I questioned 
this patient, and there was no evidence of that, nor was it mentioned in the 
history. Furthermore, there was not the picture of roentgen-ray-like changes 
that are seen in poikiloderma. 

Dr. Maurice OprpENHEIM (by invitation): There are many cutaneous dis- 
eases which can simulate the picture of poikiloderma. What I have seen today 
is a Clinical picture which does not fit the Jacobi type because there is no 
hyperpigmentation and no hyperkeratosis of the sebaceous glands. Therefore, I 
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am a little doubtful. I believe that we have to revise the whole picture of 
poikiloderma vasculare atrophicans. There are many pictures, as Dr. Olive: 
pointed out, which come under that type. I do not believe that poikiloderma 
vasculare atrophicans is an entity. 

Dr. STEPHEN RorHMAN: I believe that Jacobi’s description fits this case. 
Telangiectases, especially over the breast, are present without any doubt. The 
itching is due to xerosis and is relieved by greasing. The long duration corresponds 
with Dr. Oppenheim’s description. 


Superficial Localized Scleroderma. Presented by Dr. StepHeN RoTHMAN 
and (by invitation) Dr. Z. FetsHEr. 


Tuberculosis Cutis Verrucosa. Presented by Dr. Marcus R. Caro and Dr. 
JAMES HERBERT MITCHELL. 


H. F. Mc, a white man aged 56, burned the top of his left middle finger 
posterior to the nail about eight years ago when a package of matches exploded. 
A red area remained at the site; a rough surface gradually developed, and it 
became heaped up. This change has spread progressively over the entire finger to 
involve the area affected at present. There has been no pain, itching or other 
symptoms. At one time he received fourteen roentgen ray treatments locally 
without any improvement. 

The entire left middle finger is covered by a whitish diffuse verrucous mass 
the surface of which resembles a bas-relief map of mountains and valleys. The 
nail is still present. This finger is nearly twice the width of the others. There 
is a sharply defined circinate border on the proximal phalanx which consists of 
a narrow band that is dull red and slopes up gradually into the verrucous zone. 
The microscopic examination of scrapings failed to demonstrate any fungi. 


DISCUSSION 

Dr. H. E. MicHetson, Minneapolis: This is unusually severe tuberculosis 
verrucosa cutis. The patient received fourteen roentgen treatments without effect, 
and the question now is what should be done. I believe that amputation is the best 
recommendation. I would like to know the subsequent history. 

Dr. Francis E. Sengear: I think that amputation is the indicated treatment. 

Dr. THEODORE CoRNBLEET: In a recent issue of The Journal of the American 
Medical Association, the letter from England discussed the use of large doses 
of vitamin D in the treatment of lupus vulgaris. I have been trying this method, 
but it is too soon to give an opinion as to its value. One woman who has had 
considerable distress from large open fungating lesions has had temporary relief. 
In this patient, however, if amputation is contemplated, it perhaps should not 
be delayed too long to forestall irreparable spread. 

Dr. ApotpH RosTeNBeRG Jr. (by invitation): I thought that I heard the 
patient state that the condition fluctuated, that it gets better and then gets worse. 
If that is so, it would be against the presenters’ diagnosis. 

Dr. MAuRICE OPPENHEIM (by invitation): Regarding what Dr. Cornbleet 
said, I saw an article by Dr. Charpy of Paris in which he stated that he had 
excellent results with vitamin D therapy in lupus vulgaris. 

Dr. STEPHEN RoTHMAN: Should the diagnosis of tuberculosis verrucosa be 
confirmed the lesion should be removed because of the danger of dissemination of 
tubercle bacilli. 
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Dr. Marcus R. Caro: I want to apologize for presenting the case without 
another biopsy. I think that before amputation is done he should have a complete 
physical examination, including a roentgenogram of the chest. If no other lesions 
of tuberculosis can be demonstrated elsewhere, then amputation of the finger should 
be performed. 


A Case for Diagnosis (Dermatitis Herpetiformis Serpiginosus of Darier?). 
Presented by Dr. Francis E. SENEAR. 


Mrs. C. O. H. presents an eruption which has been present intermittently for 
the past thirteen years. The hands and arms alone have been involved for most 
of this time, but at one time the trunk was also extensively involved, with the 
lesions similar to those seen on the arms. She stated that the lesions begin as 
“small blisters.” These gradually enlarge by peripheral extension with a tendency 
to central clearing. She has been treated by a number of physicians and has 
had treatment with ultraviolet rays, quinine, penicillin by injection (but not 
intensively), acetarsone and one of the sulfonamide drugs. She stated that the 
acetarsone made her ill, while the use of the sulfonamide drug seemed to make 
the eruption worse. A sulfonamide ointment applied locally made the eruption 
worse within two days. She has also received calcium intravenously. When the 
patient was first seen by me, on February 25, she presented on the dorsal surface 
of the hands and wrists a typical picture of nummular eczema, involvement being 
much more intense on the left hand. The lesions on the forearm and arms were 
of a different type. Here there were a number of lesions of varying size, the 
smallest ‘being about % inch (1.3 cm.) in diameter and the largest about 2 
inches (5 cm.) in diameter. While the patient has been under observation since 
that time, she has repeatedly had new lesions and it has been possible to watch 
them develop from a single pinhead-sized vesicle to the formation of patches 
6 to 8 inches (15 to 20 cm.) in diameter. As peripheral extension takes place, the 
central portion of the lesion clears spontaneously. The peripheral part of these 
annular arciform and gyrate patches presents moist oozing surfaces, in many 
places covered with a fairly thick yellowish crust. 

The eruption on the dorsal surfaces of the hands has practically cleared 
with the use of several short exposures to roentgen rays. The lesions on the 
forearms have shown no tendency to improve with various local applications, 
including wet compresses of 0.25 to 1 per cent silver nitrate solution in the form 
of ointment, penicillin ointment and resorcinol (Lassar’s) paste. 


DISCUSSION 

Dr. STEPHEN RorHMAN: I thought that the picture was compatible with 
that of dermatitis herpetiformis serpiginosus described by Darier. 

Dr. S. W. Becker: I questioned this lady, and she said that many years 
ago she had an eruption on the sides of the neck. I wonder whether this might 
not be related to so-calle1 benign pemphigus. 

Dr. Francis W. Lyncu, St. Paul: The eruption always begins with small 
vesicles. Might it not be possible to provide a watch crystal or some similar 
object which the patient could apply over the vesicle as a protection, so that the 
vesicle might remain intact until the patient comes to the clinic for bacteriologic 
investigation ? 

Dr. Francis E. Sengar: In view of what Dr. Rothman said, the case is 
interesting, because the original Darier type of disease was not supposed to have 
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any vesiculation, yet the conception of that disease has been changed by the 
description by Gougerot and others of a vesicular type. It is also interesting 
that when Dr. Oliver saw this patient with me in the office, without either 
one of us having any fixed idea of what it was, he suggested that possibly we 
might have to consider dermatitis herpetiformis. It is interesting that a number 
of good authorities, such as Brocq, have said that the erythema perstans group 
of the Darier type is really a form of dermatitis herpetiformis. Gougerot 
described a patient with erythema of the Darier type in whom typical dermatitis 
herpetiformis developed, while she continued to have the primary condition. [ 
believe that the disease in this case is of the erythema perstans figuratum type. 
It represents a vesicular form of that disease. 

I planned to give the patient arsenic as a therapeutic test, but, as indicated 
in the history, acetarsone has been given. I know nothing about the dosage or 
the method of administration employed with the latter drug, but its use made her 
extremely ill. Then she was given one of the sulfonamide drugs by a general 
practitioner, and this also made her sick, so that I was reluctant to use sulfa- 
pyridine, which some consider a diagnostic test for dermatitis herpetiformis. 
I should use arsenic in small doses, and, if she does not respond, sulfapyridine 
might be used. 


Atrophoderma Reticulatum Faciei. Presented by Dr. CLEveELAND J. WuHitE 
and (by invitation) Dr. Jonn W. Situ, Milwaukee. 


R. G., a school girl aged 18, has had an eruption on the face of several 
years’ duration. According to her history it starts as a small scale and, in 
the course of several months, it leaves a small scarred area. It has been 
progressive and now involves considerable areas of both cheeks. 

The examination reveals an eruption involving the flush areas of the cheeks, 
most evident on the right side, consisting of a network of small irregular punc- 
tate atrophic areas. It apparently starts as a slight scaling dermatitis. Her 
general health has been good. There is a history of macrocytic anemia in 
November 1945, but the blood picture is now back to normal. There is no 
history of a similar cutaneous disease in any member of the family, and results 
of all the ordinary laboratory examinations have been normal. No biopsy has 
yet been performed. 

DISCUSSION 

Dr. FREDERICK R. ScHMipt: This is a disease appearing on the face and 
described as folliculitis ulerythematosa reticulata. There have been several 
cases reported. The lesions practically always begin between the ages of 7 
and 12 years and disappear at 18 or 20, are definitely symmetric and appear as 
scaling red lesions. There are definite symmetric ridges between them, giving 
the eruption a reticulated appearance. In this girl the lesions have been 
confined to the right cheek. 

Another factor that interested me and others is that, being on the right side, 
the lesions may have been induced by the patient. 

Dr. CLEVELAND J. Wuite: In 1916 Pernet described a syndrome which 
clinically is typical of the condition in the case presented. The lesions develop 
spontaneously and atrophy with a reticulated appearance. A delicate tracery 
encloses slight fibrous atrophic areas. Although there is an almost exact symmetry 
and there is clinically primary atrophy, the factitial element still has to be 
ruled out. A biopsy will be performed as soon as permission can be obtained 
from the patient and her parents. 








SOCIETY TRANSACTIONS—CHICAGO 497 


Nore.—A biopsy was performed and the section sent to Dr. Fred D. Weidman 
of Philadelphia. He described it as showing an epidermal atrophy with inter- 
papillary pegs short and deformed. Dr. Weidman stated that there is definite 
primary atrophy of the epidermis. There was no trace of an inflammatory 
reaction or fibrosis in the corium. He stated that the observations at biopsy 
are compatible with this clinical diagnosis. It would be a difficult situation to 
explain if the patient had a lesion of this type after having had low voltage 
roentgen ray therapy for a dermatologic lesion. 


Marcus R. Caro, M.D., President 


Leonard F. Weber, M.D., Secretary 
May 16, 1946 


A Case for Diagnosis; Ulcers of the Legs. Presented by Dr. THEODORE 
CoRNBLEET and (by invitation) Dr. D. CoHEN and Dr. N. L. BAKER. 


Stomatitis (Bismuth?) with Ulceration. Presented by Dr. THEopoRE Corn- 
BLEET and (by invitation) Dr. J. Grarrin and Dr. D. CoHEN. 


Superficial Epitheliomatosis. Presented by Dr. Herpert RATTNER and (by 
invitation) Dr. J. GRAFFIN. 


E. C., a white man aged 60, in 1938 noticed a pea-sized lesion on the right 
cheek, which slowly grew to its present size. It never became ulcerated. In 1939 
he noticed another lesion on the dorsum of the right hand. Later, in 1943, there 
developed a red scaly lesion in the left infraclavicular region, and about one year 
ago there appeared a reddened area on the left thigh. 

The patient acquired syphilis in 1905, for which he was treated with arsenicals 
by mouth for three years. He now has clinical signs of tabes dorsalis, for which 
he has had continuous treatment with arsenicals and bismuth salts from 1940 to 
March 1946. 

On the right cheek there is a 3 by 2 cm. lesion with a rolled border. In the 
central portion of an atrophic area is a single nodule. On the right hand there is 
a 2 by 1 cm. erythematous lesion. On the left infraclavicular region there is a 
5 by 4 cm. erythematous and scaly patch with a central hard nodule. On the 
left thigh there is a scaly patch 1 by 1 cm. 

The Kahn and Wassermann reactions of the blood were negative. The Wasser- 
mann reaction of the spinal fluid was negative; the reaction to the Pandy test 
was negative; the cell count was 0, and the colloidal gold curve was 1111110000. 
Examination of the blood showed 4,500,000 erythrocytes, 84 per cent hemoglobin 
and 8,200 leukocytes. The urine was normal. The roentgenogram of the chest was 
normal. The nonprotein nitrogen was 46 mg. per hundred cubic centimeters. 

Several specimens were removed for histologic examination. Several showed 
a superficial basal cell epithelioma. In one there were Bowen-like changes in the 
epidermis. In another there were Bowen-like changes in the epidermis, and just 
beneath this area there were many nests and linear strands of basal cell epithe- 
lioma in the upper and middle parts of the corium. 


DISCUSSION 
Dr. Hamitton Montcomery, Rochester, Minn.: There were four or five 
different specimens for biopsy. Some showed basal cell epithelioma and others 
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basal squamous cell, and one section was that of a squamous cell epithelioma, 
grade 1, with Bowen-like changes. We know that arsenic is a carcinogenic agent. 
In the majority of patients with superficial epitheliomatosis, the lesions are basai 
cell in character. This man represents a combination of superficial epitheliomatosis 
and superficial epithelioma due to arsenic. He not only had arsenic by mouth but 
also arsphenamine, which usually does not produce epidermal changes and is usually 
not regarded as carcinogenic. Many years ago Dr. Ebert produced a cutaneous 
cancer experimentally with arsphenamine. Many dermatologists will not treat 
syphilitic leukoplakia with arsphenamine because they feel that this increases the 
incidence of cancer superimposed on the leukoplakia. 

Dr. Marcus R. Caro: In one of the sections there were changes which | 
had never seen before. There were Bowen-like changes in the epidermis, and in 
the corium beneath this area lay many strands and nests of basal cell epithelioma. 


Dermatitis Medicamentosa (Purpuric). Presented by Dr. THeropore Corn- 
BLEET and (by invitation) Dr. J. GRAFFIN. 


Carcinomatosis of the Breast. Presented by Dr. Hersert RATTNER and (by 
invitation) Dr. N. L. Baker and Dr. J. GRAFFIN. 


Hidradenitis Suppurativa. Presented by Dr. Davin V. Omens and (by invita- 
tion) Dr. Harotp D. Omens and Dr. N. L. BAKeEr. 


L. B., a Negro woman aged 33, had “boils” in the right axilla five years ago. 
A few weeks later, similar lesions appeared in the left axilla. The left axillary 
lesions cleared up in six months, leaving scars. About three years ago, the 
medial aspect of the thighs became involved at the upper third, with ulcers which 
healed after a few months and then broke down again. 

There are hypertrophic scars in the left axilla and similar scars with inter- 
spersed draining sinuses in the right axilla. About the external genitalia and the 
upper third of both thighs, on the medial aspect, there are numerous dirty irregular 
shallow ulcers, with some bridging scars. On the left buttock there is a granu- 
lomatous tumor, 2 cm. in diameter. There is no rectal stricture. 

Examination of the blood showed 3,000,000 erythrocytes and 11,000 leuko- 
cytes. The Kahn reaction of the blood was negative. The electrocardiogram and 
the roentgenogram of the chest were not remarkable. The lygranum cutaneous 
test resulted in an elevated infiltrated erythematous papule, 1 cm. in diameter. 
The Mantoux test, in dilution of 1: 10,000, elicited a weakly positive reaction. 
Pus from a sinus was examinted with Ziehl-Neelson stain, but no tubercle bacilli 
were found. 

DISCUSSION 


Dr. Louts A. BrunstinG, Rochester, Minn.: This patient showed the char- 
acteristic features of hidradenitis suppurativa. In some instances there are also 
widespread deep-seated acne and pyogenic lesions of the scalp, nucha and upper 
part of the trunk. The condition may be associated with blue-domed cysts of the 
breast in obese women and with pilonidal cysts. Such cases often come to the 
attention of the proctologist or surgeon before the over-all picture is recognized 
by the dermatologist. I regard hidradenitis as an expression of acne in an 
exaggerated form; it seems that many of the contributing factors are present in 
both diseases. The only effective treatment is the extirpation of the purulent 
pockets, and this requires excision of the infected sites with removal of the 
glandular tissues. Penicillin and the sulfonamide drugs are useful adjuncts, but 
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they will not eliminate the infection here any more than they will in cases of 
pocketed empyema, without adequate drainage. At the same time the general 
health should be considered, and if obesity is present a program of weight reduc- 
tion should be instituted. In the case of early infection of the axillas, for 
example, the lesions respond to simple drainage, but usually the area must be 
excised to prevent recurrence. 

Dr. Maurice OPPENHEIM (by invitation): I would like to make a therapeutic 
suggestion. The condition does respond well to roentgen ray therapy, but one 
must use relatively high dosages. I have cases in mind in which this treatment 
has succeeded; all other treatment, such as surgical excision, was not successful 
because there was not enough depth of penetration. 

Dr. Louts A. Brunstinc: Roentgen therapy will help to reduce the inflam- 
matory reaction and is an aid in treatment comparable to the use of penicillin 
or the sulfonamide drugs. Preferably filtered roentgen rays should be used, but 
it is my experience that after these preliminary measures surgical procedures are 
still necessary to effect a permanent cure. New lesions that develop can be treated 
symptomatically or destroyed when they are small. Long-standing burrowing 
processes in the axillas are best treated by excision and skin grafting. 

Dr. Minnie O. Pertstern: I was under the impression that this patient 
had a positive reaction to a Frei test. She still has a positive reaction to an intra- 
dermal test on the left forearm. The picture is compatible with that which is 
seen in lymphogranuloma venereum of the ulcerative type. I would like to suggest 
that as a diagnosis in this case. 


Acute Disseminated Lupus Erythematosus with Relapse in a Woman 
Aged 28. Presented by Dr. Davi V. Omens and (by invitation) Dr. 
Harotp D. Omens and Dr. N. L. BAKER. 


Chronic ‘Discoid Lupus Erythematosus with Chilblain Lupus. Presented 
by Dr. Epwarp A. OLIver and (by invitation) Dr. SAMUEL BLUEFARB. 


The patient, a white man aged 35, first noticed an eruption involving the nose 
and cheeks about five years ago. It next spread to involve the neck and upper 
part of the chest. With treatment the lesions of the chest and neck cleared and 
there was improvement of the lesions on the nose and cheeks. A period of exacer- 
bations and remissions followed, with extension of the process to involve the ears 
and lips. During this time, the patient said that he noticed some tenderness and 
burning of the finger tips and toes. 

About two months ago there was a pronounced exacerbation with the appear- 
ance of the present lesions on the hands and feet. 


Lupus Erythematosus Disseminatus. Presented by Dr. Francis E. SENEAR 
and STAFF. 


A. B., a white girl aged 20, who had previously been hospitalized in an acute 
phase of disseminated lupus erythematosus, was readmitted complaining of a 
recurrence of joint pains and fever. The examination revealed superficial erythema- 
tous patches on both cheeks. There were erosive lesions of the gingival membranes. 
Irregularly outlined purplish red slightly raised flat lesions were present on the 
extensor surfaces of both arms. The finger tips were red, and bright red macules 
were present on the palms. 
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DISCUSSION OF CASES OF LUPUS ERYTHEMATOSUS 


Dr. Ortver S. Ormssy: I would like to discuss the first case. The patient 
presented mild lupus erythematosus of the face. It did not appear at all serious, 
but this patient might have a flare-up with general dissemination that may end 
fatally. I have seen several patients who had a comparatively mild form of the 
disease with moderate symptoms. They had a temporary cessation of the symp- 
toms and remained well for some months, and then the disease recurred with dis- 
seminated lesions; within a comparatively short time the disease terminated 
fatally. This woman’s blood picture showed a leukocyte count a little below 
normal, but she did not have definite leukopenia. She did, however, have arthritis 
and other signs. While the patient presented a benign appearance today, I think 
that the outlook is serious. 

Dr. H. E. MicHerson, Minneapolis: I object to the term chilblain lupus. 
The term lupus pernio is well established in the literature and is a form of sarcoid, 
but Dr. Fox told us in New York recently that there was no place in the classifi- 
cation where this nomenclature could be used. The chilblain lupus of Hutchinson 
is probably a different disease entirely. It is interesting to note that in 1 of the 
patients there is much destruction of the ear lobe; in this particular locality, 
lupus erythematosus can sometimes be just as destructive as lupus vulgaris. 

Dr. Marcus R. Caro: Yesterday I saw a girl of 15 who for the past four 
weeks has had lesions of disseminated lupus erythematosus on the face and also 
a few lesions on the fingers. When I told the mother that it was an early case 
of lupus erythematosus, she informed me that the twin sister of this child had 
died of disseminated lupus erythematosus about two years ago. 

Dr. Epwarp A. Otiver: In answer to Dr. Michelson, the picture in my case 
corresponds with the various textbook descriptions of chilblain lupus, and I believe 
it to be this and not lupus pernio. The patient still is a sick man, despite the fact 
that he has had considerable treatment with gold compound. He is now receiving 
nicotinic acid, 100 mg. three times daily, with weekly injections of colloidal gold 
sulfide. 


Exfoliative Dermatitis of the Newborn. Presented by Dr. Davin V. Omens 
and (by invitation) Dr. Harotp D. Omens and Dr. J. GraFFIN. 


Pityriasis Rosea with Involvement of the Face. Presented by Dr. THEODORE 
CorNBLEET and (by invitation) Dr. H. Scnorr and Dr. N. L. BAKER. 


Xanthoma Tuberosum. Presented by Dr. MAuRICE OppENHEIM (by invitation). 


E. S. P., a white man aged 30, presents on the knuckles of both hands, the 
metacarpal and carpal joints sharply limited, mostly round contoured tumors, 
varying in size from that of an almond to that of a bean, orange yellow and 
movable on a normal base. The three larger ones have a central depression and 
are surrounded by smaller yellow tumors to form rings. The consistency is hard, 
similar to that of cartilage. The surface of the skin is shiny and not tender. Over 
the extensor surface of the metacarpal and carpal joints there are two scars the 
result of surgical treatment. On the interphalangeal joint of the middle finger 
of the right hand and under the finger of the left hand there are two tumors, as 
hard as bone, round and the size of a hazelnut, which are not yellow and which 
look like juxta-articular nodes. On the right elbow there is a scar, and on the 
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right side of the scar there is a tumor similar to the one on the hands. On the 
left elbow there is also a scar. On the patella there is a ring of yellow nodules, 
the size of a hemp seed, each nodule separated by a furrow. On the right palm 
there are two crescent-shaped lesions of similar consistency. The mucous mem- 
branes and other parts of the body are free. 

The tumors first appeared fifteen years ago on the dorsal aspect of the left 
hand. The patient consulted many physicians and was treated surgically and by 
electrocoagulation. His mother had knots on her joints. A histologic examination 
made in New York in 1938 revealed xanthoma tuberosum. 

The urine was normal. Chemical examination of the blood revealed sugar 
140 mg. and cholesterol 240 mg. per hundred cubic centimeters, and lipids 785 mg. 
per hundred cubic centimeters of blood and 1,170 mg. per hundred cubic centimeters 
of plasma. The quantitative determination of sugar in a twenty-four hour specimen 
of urine was 2.4 Gm. The sugar tolerance curve after 100 Gm. of dextrose were 
given showed per hundred cubic centimeters: 86 mg. before intake (urine normal), 
132 mg. after % hour (0.2 per cent), 118 mg. after 1 hour (0.2 per vent) and 
102 mg. after 2 hours (normal). 

DISCUSSION 


Dr. Cart W. Laymon, Minneapolis: I thought that this was an example of 
xanthoma tuberosum, although I was surprised that the blood lipids were not 
higher as is usual in these cases. Regarding therapy, we have all read reports 
about the value of an animal fat-free diet, but in the cases in which my colleagues 
and I employed this diet we were disappointed. In 1 man who had. lesions on 
the palms, there was a loss of weight of 30 pounds (14 Kg.) on the diet and there 
was no effect on the xanthomas. 

In some cases of diabetic xanthoma lesions are seen which are similar clinically 
to xanthoma tuberosum. I think that Dr. Montgomery will agree that histologically 
the lesions are the same, yet in diabetic xanthoma there is definite favorable 
response to diet and control of the diabetes. 

Dr. THEODORE CorNBLEET: I, like Dr. Laymon, have found low fat diets ineffec- 
tive therapy for the xanthomas. My observations on a number of patients using 
tests of hepatic function were not immediately illuminating. The subject of the 
liver and xanthomatosis is a large one and needs extensive discussion. 


Dr. Hamitton Montcomery: Rochester, Minn.: The effect of an animal 
fat-free diet on lesions of xanthoma varies considerably. One cannot expect to 
see involution in old fibrous lesions. The small and newer lesions frequently 
respond to an animal fat-free diet. It is important to remember that about 40 
per cent of the patients with xanthoma tuberosum have an associated cardiovascular 
disease, either angina pectoris or an obliterative vascular disease of the extremities. 
There is also a hereditary factor, and these patients are usually in the younger 
age group. They often get along well on an animal fat-free diet as far as the 
heart is concerned. Such a diet is readily supplemented with the necessary vitamins. 

Dr. Upo J. Wire, Ann Arbor, Mich.: There is some misconception about the 
effect of diet as we at Ann Arbor carried it out in the therapy of xanthoma 
tuberosum. It was not our thought or practice to exclude animal fat, since it 
has been shown that disorders of lipid metabolism are not proportionate to the 
ingested fats. Our patients improved on a sharp reduction in total calories, and 
the fats were not proportionately decreased more than the proteins and carbo- 
hydrates. The present case is interesting in this connection since it should be 
noted that the patient had a high content of lipids in the blood and a relatively 
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low cholesterol content. Our thought in reducing the entire diet was that these 
patients could withdraw the accumulated fats in the xanthoma lesion on a low 
intake, and we found that this could not infrequently be achieved. 


Bowen’s Disease. Presented by Dr. STEPHEN ROTHMAN and (by invitation) 
Dr. A. L. SHapiro. 


J. E., a white man aged 60, was always in good health. In 1941 he was treated 
for rosacea in the University of Chicago Clinics. About two years ago he noted 
a nonsymptomatic lesion on the right arm. On April 29, 1946, examination revealed 
this lesion to be a roughly oval patch, 8 by 12 mm. in diameter, fairly sharply 
demarcated, scaling and yellowish red. There was a palpable infiltration of the 
lower border. 

The histologic section revealed a hyperkeratotic stratum corneum. The stratum 
granulosum consisted of 1 to 2 cell layers. The structure of the malpighian layer 
was greatly disturbed. The cells varied in size and shape; many had no nuclei, 
and some were multinucleated. Mitotic figures were scarce. There were shrunken 
and clumped nuclei, and there was vacuolization of cells. The normal palisade 
arrangement of the basal layer was lost. There were dilatation of the blood 
vessels, edema and a dense predominantly lymphocytic infiltrate in the papillae 
and superficial corium. On April 29, the leukocyte count was 6,100 and hemo- 
globin 14.6 Gm. The urine was normal. The Wassermann and Kahn reactions 
of the blood were negative. 

DISCUSSION 

Dr. Hamitton Montcomery, Rochester, Minn.: I do not believe that this 
is Bowen’s disease, nor is there sufficient histologic evidence to warrant such a 
diagnosis. Whereas there are a few benign dyskeratotic cells, there is insufficient 
evidence to warrant a diagnosis of squamous cell epithelioma with Bowen-like 
changes. In Bowen’s original case there were arciform configuration of the ulcers, 
and the lesion resembled noduloulcerative syphiloderm. Darier and later Frazer 
reported multiple lenticular plaque type lesions, but Frazer’s patient on review had 
a history of ingestion of arsenic, so that it might well have been a superficial 
epithelioma due to arsenic and not Bowen’s disease. 

Dr. OLtveR S. Ormssy: I would like to corroborate what Dr. Montgomery 
said. Clinically the lesions in Bowen’s original cases were described as a patchy 
eruption composed of lenticular papules and nodules resembling a noduloulcerative 
syphiloderm. The early lesion was a pale red raised flat papule with a thick horny 
layer covered with a cornified crust. Beneath the crust the surface might be 
red and oozing and granular or slightly papillomatous. There was an annular 
or serpiginous configuration to the plaque with peripheral extension and central 
involution. The histologic diagnosis by Bowen and others was a benign disease. 
Since then many cases have been recorded in which the lesions were malignant. 
Darier later described a second type of Bowen’s disease in which there were 
multiple nonelevated scales or lenticular plaques. The histologic picture as orig- 
inally described by Bowen has been repeatedly confirmed. Today, in discussing 
epithelioma, one discusser spoke of Bowen-like changes. Superficial epitheliomatosis 
sometimes shows these changes. These, however, do not constitute Bowen’s 
disease. Clinically Bowen’s disease presents the picture just described. 

Dr. CrarK W. FInNERuD: I thought clinically that it was a morphea type 
of epithelioma. Histologically it is not Bowen’s disease. 
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A Case for Diagnosis (Erythema Bullosum?). Presented by Dr. Francis E. 
SENEAR and Starr. 


A Case for Diagnosis (Lymphoblastoma? Lichen Planus?). Presented by 
Dr. Epwarp A. O iver, Dr. JAMes R. WessTeR and (by invitation) Dr. 
H. S. STEINBERG. 


Mycosis Fungoides. Presented by Dr. Francis E. Senear and Starr. 


J. W., a white man aged 60, was readmitted to the Dermatology Service, 
University of Illinois Research and Educational Hospital, in a cachectic state, 
exhibiting multiple ulcerating nodules scattered on the skin. A diagnosis of 
mycosis fungoides had been made one year previously and roentgen ray therapy 
ordered. He has recently become refractory to roentgen treatment, and many 
new ulcerating nodules have appeared. Sternal marrow puncture and studies of 
the peripheral blood have revealed no abnormalities except for a variable degree 
of eosinophilia. 

DISCUSSION 

Dr. Upo J. Wire, Ann Arbor, Mich.: I would like to ask Dr. Senear what 
the histologic picture showed. 

Dr. Francis E. SENEAR: The histologic picture was more that of leukemia, 
but the clinical condition from the start appeared to be mycosis fungoides. Bullae 
and some other changes were present in the section. 

Dr. Uno J. Wie: I should like to express again the view which the late 
Dr. Pusey frequently insisted on, that mycosis fungoides is a clinical picture. In 
any particular case which clinically fitted this disease one might find any micro- 
scopic picture. 

Indeed, I have seen in the same patient three different histologic pictures from 
three clinical lesions. In other words, there is no microscopic picture which can 
be said to be entirely typical of mycosis fungoides. 

The cell types in all cases, however, are usually embryonal. Great variation can 
occur with mutation in the cell type not only spontaneously but under the influence 
of roentgen therapy. The remark that Dr. Pusey made that mycosis fungoides is 
a clinical picture was a sapient one. 

Dr. Francis E. SENEAR: I would like to recall that on the occasion of the 
first presentation of this man, we spoke of our experience with the histopathologic 
studies on the lymph nodes in another patient who had what we regarded as 
possibly a leukemic id. Three pathologists went over the slide; one thought that it 
was a node from a case of leukemia, the other a lymphosarcoma and the third 
man said that he would be unwilling to classify it. We have had exactly the same 
experience with the cutaneous histologic picture in this case as in the other. 


Extensive Lichenification of Perineum, Penis and Scrotum. Presented by 
Dr. Epwarp A. Ottver, Dr. JAMes R. WEBSTER and (by invitation) Dr. 
H. S. STernsere. 


Lymphangioma Circumscriptum. Presented by Dr. Francis E. Senear and 
STAFF. 


Urticaria Pigmentosa. Presented by Dr. Hersert RaTTNER and (by invitation) 
Dr. MartHe Erpos-Brown. 
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Amyloidosis Cutis. Presented by Dr. Francis E. SENEAR and Starr. 


A. S., a married white woman aged 53, had a history of asthma and hyper- 
tensive cardiovascular disease of two years’ duration. For the same length of 
time, an extensive pruritic eruption had been present, beginning on the extensor 
surfaces of the legs and spreading to the lower part of the back. No medication 
had affected the objective appearance or associated pruritus. 

On examination at the Illinois Research and Education Hospital Dermatology 
Clinic on May 13, 1946, she presented ill defined bilateral symmetric plaques of 
the pretibial surfaces, consisting of firm yellow-brown, pea-sized papules, some 
of which tended to coalescence. A similar plaque was present in the low back 
region. Ill defined lichenified areas existed on the extensor surfaces of the elbows, 
and there was one such area on the right arm. No apparent mucous membrane 
lesions were present. One per cent aqueous solution of congo red was injected 
subcutaneously into the substance of the lesion on the legs. 

A biopsy from the back showed a microscopic papule which was covered by a 
thick nonnucleated scale. The granular layer was intact, and the rete pegs were 
elongated to separate greatly widened papillae. These contained masses of homo- 
geneous material with a few cells within them. With the Van Gieson stain these 
masses were grayish yellow. 

DISCUSSION 

Dr. H. E. Micuetson, Minneapolis: The subject of amyloidosis is a difficult 
one, and dermatologists have a difficult time arriving on a common ground with 
the internists who see generalized amyloidosis but not with cutaneous involvement. 
The disease which Dr. Lynch and I reported involved the tongue and the muscles 
and also the skin secondarily, especially at the finger tips and about the face. Dr. 
Laymon gave a number of injections with congo red solution to see whether other 
diseases might not give a positive reaction, but he did not find this to be the 
case. One must be careful in staining for amyloid because no two sections seem 
to take the stain exactly alike, and it is always well to have a positive control. 

Dr. Louis A. Brunstinc, Rochester, Minn.: In systematized amyloidosis 
there is a close relationship between amyloid, Bence Jones protein and multiple 
myeloma; occasionally the atypical plasma cells or myeloma are demonstrated 
only in the sternal bone marrow. I would recommend a sternal biopsy in this 
case, although the process is not of the systematized type. While most of the 
lesions were present over the tibia, there seemed to be a scattering of questionable 
nodules in the skin of the back. 

The Nomland congo red test to demonstrate amyloid in the skin is a valuable 
procedure, but the intravenous technic of Bennhold or Paunz should be used with 
caution in cases of widespread amyloidosis. In 1 patient with systematized amy- 
loidosis who was given an intravenous injection of congo red, the entire skin 
became tinted pink and the small nodules a dark red, and at necropsy two months 
later, the skin and the musculature of the heart and gastrointestinal tract were 
still tinted a healthy pink. 


Dr. Francis E. SENEAR: We saw this patient only two days ago, and we 
hastened to make a biopsy so that she could be presented. We had no opportunity 
to do as much special staining as we would like. She presented a peculiar picture. 
In addition to the lesion present previously on the tibia, which would suggest a 
amyloid type of degeneration, she had a pronounced eruption in the sacral region 
and particularly over the ribs which looked like an ordinary type of verruca. This 
eruption looked so much like verruca that I spoke at the time about a consideration 
of some of the verrucous diseases which have interested us lately, such as acrokera- 
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tosis and the epidermal dystrophy type of lesion. In addition, she had a lichenifica- 
tion which would be difficult to reconcile with the verrucous disease. These 
individual lesions are so much of that type that I realize we are presenting the 
patient without adequate preparation. I would like to ask Dr. Caro to say a word 
about the congo red test. 

Dr. Marcus R. Caro: On histologic section the congo red stain did not show 
any selective staining in the hyalinized masses in the papillary layer. With the 
Van Gieson stain one could see grayish yellow masses at this site which suggested 
either amyloid or some other degenerative process. I am not sure about the results 
of vital staining with congo red in this case, for there was diffuse staining of the 
entire area of injection. 


A Case for Diagnosis; Possible Lupus Erythematosus. Presented by Dr. 
Francis E, SENEAR and STarr. 


Dermatomyositis. Presented by Dr. Francis E. SENEAR and STAFF. 

P. S., a white girl aged 6, was referred for a dermatologic consultation from 
the Department of Pediatrics, University of Illinois Research and Educational 
Hospital. Five months previously a patchy red eruption had developed on the 
face, beginning in the periorbital region and spreading over the cheeks. Associated 
with this were muscular weakness and fatigability, but no other constitutional signs 
or symptoms. A diagnosis of lupus erythematosus was made and liver extract 
and injections with bismuth compound were given. However, the muscular weak- 
ness increased in severity, and she began to complain of pain and tenderness in 
the thighs and arms. 

The examination revealed a moderately well nourished child, apparently weak 
and unable to sit up without support. The skin of the periorbital region was 
edematous, and there was a heliotrope erythema of this and of the butterfly area 
of the face. Islands of gray-white skin were seen in the erythematous area sur- 
rounding the eyelids. Fairly sharply outlined patches of erythema were present 
on the chin, chest and extensor surfaces of the extremities. There was a bright 
erythema of the finger tips and a pinkish macular eruption on the palms. Some 
tenderness and increased firmness of the thigh muscles were noted. The blood 
and urine were essentially normal. 

A muscle biopsy showed interstitial edema and alternate areas of pale-staining 
and deeper eosinophilic sectors of the muscle fibers. There was atrophy of some 
of the fibers, of which a few were necrotic or recently regenerated. A heavy peri- 
vascular lymphoid infiltration was present. Sufficient skin was not included for 
adequate study. 

DISCUSSION 


Dr. Hamitton Montcomery, Rochester, Minn.: I thought that this was a 
typical case of dermatomyositis with the wasting of the trunk muscles, including 
the shoulder muscles, and the lupus erythematosus-like eruption on the arms, face 
and chest, with heliotrope coloring to the eyelids, which latter is characteristic 
of dermatomyositis. The histologic changes in dermatomyositis are those, however, 
of toxic dermatitis and show none of the specific changes seen in lupus erythemato- 
sus. In dermatomyositis, there usually is no leukopenia or anemia and little change 
in the sedimentation rate. The reverse is true of disseminate lupus erythematosus. 
There has been a tendency among some writers in the East to group lupus ery- 
thematosus disseminatus and dermatomyositis together, and Libman would even 
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include scleroderma as well as the previous two diseases under Libman-Sacks 
disease. I believe that this is going too far and that usually one can distinguish 
one disease from the other, except that the Libman-Sacks original syndrome 
seemed to be a form of disseminate lupus erythematosus. 

Dr. J. F. Mappen, St. Paul: I would like to mention again the use of peni- 
cillin in 1, case of early dermatomyositis. In that case it was undoubtedly a life- 
saving measure. I think that it should be given a trial in the early stages of the 
disease. 

Dr. James H. Mitcuett: At the December meeting I showed an early case 
of dermatomyositis in which extensive penicillin treatment was used. The patient 
died three days after the meeting. 

Dr. Davin V. Omens: We have had 3 cases of dermatomyositis in which 
there was excellent progress with penicillin therapy. One boy received 300,000 
units a day. Two girls, 12 and 13 years old, respectively, improved with penicillin 
therapy. 

Dr. Francis E. SENEAR: This is the first case of dermatomyositis I have 
seen with so noticeable a lesion on the lids. 


A Case for Diagnosis (Congenital Ectodermal Defect?). Presented by Dr. 
James R. WessterR and (by invitation) Dr. Eugene T. McEnery. 


R. L., a white infant boy was born Nov. 12, 1945, by spontaneous delivery 
after an uneventful pregnancy. He is the only child of his parents. At birth two 
teeth had already erupted, but these have been shed and no others have appeared 
as yet. The child has always had a pale rather dry skin. 

At birth the nails appeared to be raised from the underlying tissue by accumu- 
lations of a clear fluid, but there were no signs of inflammation. Fluid was 
aspirated from under one of them from which Escherichia coli was recovered on 
culture, which observation was felt to be a contamination. Soon thereafter this 
nail was shed, and periodically since that time other nails have so separated from 
the underlying tissue with little or no subungual keratosis, become convex trans- 
versely and then been shed. 

The infant was born with abundant rather long dark hair, but this was shed 
early and regrowth of hair on the scalp and eyebrows has been patchy. 

While still in the hospital the patient had stomatitis, which was treated locally 
with methylrosaniline chloride along with oral administration of concentrated 
vitamins B, C and D and finally cleared. He also received penicillin by injection, 
in an attempt to influence the nail changes. About one and a half months ago 
there was a rather sudden swelling of the tongue, which was described as being 
so large as to interfere somewhat with the taking of food. This subsided while 
penicillin was being used locally and has not recurred. 

Results of repeated serologic tests on both baby ‘and mother have been negative, 
and there is no family history of positive serologic reactions or any trouble similar 
to that presented by the infant. The blood has been essentially normal. 

The examinations reveal a small white infant with a pale dry skin. The hair 
of the scalp and eyebrows is dry, lusterless and somewhat patchy and sparse, 
although it appears closer to normal than it did a few months ago. There is one 
erupted tooth at present (the infant is 6 months old). The nails of both hands 
and feet appear somewhat opaque, and some show evidence of separation from their 
bed by subungual keratosis, with moderate redness of paronychial tissue. 
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Scrapings of the nails, examined after treatment with potassium hydroxide, 
revealed no fungi. The sections of a shed nail, stained with hematoxylin and eosin 
after decalcification, showed no noteworthy changes other than some fragmentation, 
which may or may not be significant. 

DISCUSSION 


Dr. THEODORE CorRNBLEET: Have a hemoglobin estimation and erythrocyte 
count been made? Could the administration of iron be of value here? The pres- 
ence of an ectodermal defect is likely. 


Dr. Epwarp A. Oxtver: These cases have been reported from time to time. 
Dr. Cole reported one in The Journal of the American Medical Association last 
year, a case that would have been presented at the meeting of the American 
Medical Association if it had been held. I had the opportunity of writing a dis- 
cussion for it. All these patients show defects of the hair, teeth and nails. The 
defects in this one are not quite as prominent as in most. This child shows a 
dental aplasia, deformity of the nails and scanty hair growth. I was unable to 
find much evidence of keratosis pilaris, which many of them have. I thoroughly 
agree with the diagnosis of ectodermal defect of rather mild type. I do not believe 
that treatment is going to work well. Most of these children do not perspire 
freely. I questioned the mother, and she said that the child perspired profusely. 


Dr. A. H. Stepyan (by invitation): I believe that this child presents the 
picture of pachyonychia congenita, which belongs to the more comprehensive type 
known as congenital dyskeratosis (ArcH. Dermat & Sypu. 46:317, 1942). Four 
years ago Dr. Ebert and I presented a 5 year old child with pachyonychia con- 
genita, who showed the other stigmas of this syndrome, namely, the mucous mem- 
brane lesions, cheilosis and leukoplakic patches on the buccal mucosa; the follicular 
keratosis and plugging, resembling verrucae, over the extremities and palms; the 
bullae over the areas of injury, which were indistinguishable from lesions of 
epidermolysis bullosa, and, lastly, the nail changes which in our case were minimal, 
showing hut transverse ridging, leukonychia and distal thickening. The patient 
died suddenly a few months after being presented. At autopsy the only remarkable 
observation was an enlarged heart, which the pathologists interpreted as a beriberi 
heart. 

Dr. JaMEs R. WessTER: The pediatrician reported that the erythrocyte count 
and hemoglobin have always been within normal limits. When I first saw the 
child, the weather was cool and the skin was definitely dry. Further, I gained the 
impression from the mother that there had never been much perspiration. Today 
it was warm in the examining room and the baby was bathed in perspiration, so 
that it cannot be said that anhidrosis is part of the picture in this case, although 
the history and observations definitely place it in the group of congenital ecto- 
dermal defects. 

Dr. McEnery has been using fairly concentrated doses of vitamins by mouth and 
a bland oily medication on the nails. I feel that the general picture is much 
better today than when I saw the baby about a month ago. However, I realize 
that the treatment is only palliative. 


Lichen Sclerosus et Atrophicus with Involvement of the Vulva. Presented 
by Dr. L. F. Weper and Dr. IRENE NEUHAUSER. 


DISCUSSION 


Dr. Hamitton Montcomery, Rochester, Minn.: Lichen sclerosus et atrophicus 
frequently occurs on the labia in women usually about the time of the menopause 
and thus may be associated with simple pruritus vulvae, true kraurosis or leuko- 
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plakic vulvitis. Thus, all four diseases may appear independently. Lichen sclerosis 
does not cause leukoplakia, and it has been repeatedly confused in gynecologic 
literature with leukoplakia and kraurosis. In lichen sclerosus et atrophicus, the 
process also extends to involve the skin around the anus, so that there is a perianal 
ring which is distinctive. 

Dr. S. W. Becker: I think that one of the reasons for confusion is that 
gynecologists are not dermatologists and they call most lesions about the vulva 
“kraurosis vulvae.” I have seen psoriasis of the vulva called kraurosis, and I have 
seen localized neurodermatitis called kraurosis. I had occasion to look over a 
number of slides for a gynecologist in a case in which he had made a diagnosis 
of kraurosis vulvae. Many of the slides were typical of lichen sclerosus et atrophi- 
cus microscopically. Some showed leukoplakia. At least in the gynecologic litera- 
ture one must be careful about accepting the diagnosis of kraurosis, because it 
includes several entities. 

Dr. H. E. Micuerson, Minneapolis: One of the unfortunate things about 
this condition is that it is described as a lichenoid disease. It is too bad that teach- 
ers do not emphasize that it is almost always a plaque disease. For my own part, 
I have seen few patients with guttate morphea. 


A Case for Diagnosis (Epithelioma of the Glans Penis?). Presented by 
Dr. Francis E. SENEaAR and Starr. 


Marcus R. Caro, M.D., President 


Leonard F. Weber, M.D., Secretary 
Oct. 16, 1946 


A Case for Diagnosis: Tuberculosis Cutis? Extensive Ulceration of 
Chest Wall, Neck and Ear. Presented by Dr. M. H. Expert and (by 
invitation) Dr. J. GRAFFIN. : 


A Case for Diagnosis (Lupus Vulgaris?). Presented by Dr. T. CorNBLEET 
and (by invitation) Dr. H. SHorr and Dr. N. L. BAKER. 


The patient presented is an 11 year old Negro boy, A. S., whose mother first 
noticed reddish yellow crusts obstructing the nares seven months ago. Four months 
ago, a pea-sized granulomatous tumor appeared on the right side of the upper lip. 

There is a crusted granulomatous enlargement of the distal half of the nose 
and in the nares similar granulomas, causing almost complete obstruction of the 
airway. On the right side of the upper lip there is a granulomatous mass 2.5 cm. 
in diameter, which is friable and bleeds easily. On the soft palate there are four 
translucent masses 5 mm. in diameter. 

The result of the Mantoux test was strongly positive. The urine was normal. 
The Kahn reaction of the blood was negative. There was a normal hemogram. The 
roentgenograms of the hands and feet were normal; the roentgenogram of the chest 
showed a large calcified paratracheal lymph node. Cultures on Sabouraud’s medium 
were negative for fungi. Stomach washings were negative for tubercle bacilli. 


DISCUSSION 


Dr. Epwarp A. Otiver: This case is similar in many respects to one in 
Ormsby’s textbook of a young Italian with lupus vulgaris. I realize that in the 
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present case the microscopic picture is not that of lupus vulgaris. I would suggest 
the taking of another biopsy specimen from a more suitable place. 

Dr. HERBERT Rattner: The British have been writing enthusiastically about 
the use of large doses of calciferol (vitamin Dz), 200 mg. a day, for cutaneous 
tuberculosis. They report striking improvement even in cases of extensive disease 
in two or three months. 

Dr. H. E. Micuerson: My colleagues and I became intensely interested in the 
Charpy treatment (vitamin Dz) when we read about it in the foreign literature 
and have used the method in about 12 cases. Our results are not as striking as 
those in the French and British report, but that may be due to the fact that the 
base line of nutrition is so different here. The important ingredient of the Charpy 
treatment is vitamin Ds, and I do not believe that it is so important that it be 
administered in alcoholic solution, although Charpy recommended that. 

Dr. IRENE NEUHAUSER: I recently visited the Children’s Hospital in Mexico 
City, where they were using the Charpy treatment. Their results are incredible. 
Some of the children had Pott’s disease and scrofuloderma associated with 
cutaneous lesions. With the Charpy treatment the lesions were completely cleared 
up in two or three months. 

Dr. THEODORE CORNBLEET: For a group of patients with lupus vulgaris 
and other forms of tuberculosis of the skin, my co-workers and I have been 
employing vitamin D in various forms and in different regimens. We are able 
to corroborate the good results obtained by Charpy and by Dowling and Thomas 
with the use of vitamin D. We feel, on the basis of actual trial and compari- 
son, that other forms of vitamin D do not give the good results that follow 
the use of vitamin Ds, or calciferol. It must be remembered that commercial 
vitamin D made from ergosterol by ultraviolet irradiation or electrical discharges 
contains spectrums of various vitamin D composition. It is possible that all these 
artificial products, as well as naturally occurring vitamin D in fish liver oils, 
improve cutaneous tuberculosis, because they contain the Dz form among others. 
It may eventually be found that vitamin Ds, or calciferol, is the only 
effective form. We have seen good results when the dosage forms and 
regimen advocated by Charpy have been altered. We did not find, as he did, 
that it is necessary for the vitamin Dz to be administered in alcohol. We have 
not found the concomitant use of calcium in the form of milk or otherwise to 
be mandatory for obtaining improvement in our patients. We have not seen 
untoward results with a dosage of 100,000 units daily for an extended period. 


Boeck’s Sarcoidosis (with Active Pulmonary Tuberculosis). Presented 
by Dr. D. Omens and (by invitation) Drs. H. Omens and J. GrarFin. 


DISCUSSION 


Dr. H. E. Micnetson, Minneapolis: I like the term “sarcoidosis” and believe 
it would be well to drop such terms as Boeck’s disease and Schaumann’s dis- 
ease. I wonder whether if in a case such as this one dares make a diagnosis 
of sarcoidosis in the face of frank tuberculosis. I also bring up the question 
of whether one can diagnose sarcoidosis in microscopic examination. I believe 
that we have been all too willing to make such a diagnosis, and I think that 
one must be very careful in interpreting the microscopic section. 

Dr. M. H. Expert: Dr. Nomland had some cases which illustrated the fact 
that in Negro patients with sarcoidosis the immunity or reactivity could unfortu- 





510 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


nately be changed and a positive tuberculin reaction and open tuberculous lesions 
could develop. Again the disease may change and reverse itself, the tuberculin 
reaction again becoming negative, and no bacilli can be demonstrated anywhere 
—the disease runs a benign course for some time. This not only occurs in 
Negro patients but also in white patients. I think that what is found at the time 
of examination depends on the phase of the disease. It is not unbelievable 
that the disease in this patient is in a changing phase. He has sarcoidosis. 
His disease is changing, and open tuberculosis now developing. Very shortly 
there will be a positive tuberculin reaction and he will have tuberculosis as well 
as sarcoidosis in the skin. 

Dr. Rusen NoMianp, Iowa City: I was not sure whether this man had 
sarcoid as it is seen in the Negro. The elementary lesions, seen individually, 
were a great. deal like those of papular sarcoid and the microscopic appearance 
was compatible with sarcoid. The distribution was a little different from that 
in sarcoid; only a few lesions were on the face and one or two on the eyelids. 
The eruption was compatible with sarcoid, but I am not sure about what relation 
it had to open tuberculosis with positive sputum. I am not sure that I have 
seen positive sputum develop in Negroes with a sarcoid eruption. I have 
observed the development of lesions in the lungs of patients with sarcoid, but 
I think that the development of tuberculosis is rather rare. If tuberculosis does 
develop with sarcoid, it does not necessarily prove that the sarcoid has any- 
thing to do with tuberculosis, because tuberculosis is extremely common in 
the Negro. I am not at all convinced that sarcoid can be said to have been 
caused by the tuberculosis, though it is probably tuberculous. 

Dr. Maurice OPPENHEIM (by invitation): Some of the lesions in this 
case looked like tuberculosis papulonecrotica, and some like so-called sarcoi- 
dosis. Kyrle has found that active tubercle bacilli cause an acute lymphocytic 
reaction, and the less virulent they are the more they produce tuberculoid 
structures. It may be that in this case there is a tuberculoid or lupoid reaction 
in the form.of sarcoidosis. I do not believe that sarcoidosis is present in a 
patient with active tuberculosis. There is now a cutaneous test for sarcoi- 
dosis, the Kweim test, reported from the Danholt Clinic in Oslo, Norway, 
with an antigent which forms papules and nodules in about two or three 
months. It might be well to perform this test in this case. 


Pyoderma Facialis. Presented by Dr. D. Omens and (by invitation) Dr. H. 
Omens and Dr. N. L. BAKER. 


Unusually Extensive Xanthomatosis. Presented by Dr. H. RAtrNner and 
(by invitation) Dr. H. Roprn and Dr. J. GraFFIN. 


Mrs. F. W., a 39 year old Jewess born in Russia, in 1942 first noticed yellowish 
nodules on the skin over the tendon of achilles. Several months later, similar 
nodules appeared on the flexural creases of the palms. In the past four years 
lesions have appeared successively also on the face, cornea, elbows, knees, trunk 
and toes. 

From September, 1944 until August 1945 she was confined to a hospital because 
of severe jaundice. She entered Cook County Hospital one year later because of 
persistence of the jaundice. At that time the lesions that are present today were 
noted—yellowish red nodules of the skin over the achilles tendon, the flexural 
creases of the palms, the cornea, toes, elbows and knees and a few on the trunk. 
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On the skin of the upper part of the chest there is an area with yellowish mottling 
with a sort of crepe-paper-like texture with a few pea-sized yellowish red nodules. 
The liver edge is palpable, but not the spleen. The blood pressure is 120 systolic 
and 80 diastolic, and a systolic murmur is heard over the entire precordium. The 
Kahn reaction of the blood was negative. The urine and stool analysis showed no 
abnormalities. The roentgenograms of the chest and skull were normal. Exam- 
ination of the blood showed: hemoglobin 54 per cent; erythrocytes 3,670,000, 
and leukocytes 3,900, with 75 per cent neutrophils. The icterus index averaged 
61 units. The total cholesterol was 1,300 mg. per hundred cubic centimeters (150 to 
250 mg.). Cholesterol esters were 15 per cent of the total cholesterol content (50 
to 75 mg.). The total lipids were 5.01 Gm. per hundred cubic centimeters of 
serum, The total protein was 6.82 Gm. per hundred cubic centimeters, with 
albumin 3.2 Gm. and globulin 3.6 Gm. The alkaline phosphatase was 57.9 units 
(1.5 to 4.0). The prothrombin was 75 per cent. The Takata-Ara and cephalin 
flocculation tests of the liver indicated severe hepatic dysfunction. A biopsy of the 











Patient with extensive xanthomatosis. 


liver revealed moderate fatty infiltration, inequality of hepatic cell size, degenera- 
tion and perilymphangitis. The basal metabolic rate was plus 38 per cent. The 
electrocardiogram was essentially normal. 


DISCUSSION 

Dr. Cart W. Laymon, Minneapolis: This patient presents an unusual number 
of lesions. Because of their size and the fact that the extensor surfaces are more 
intensely involved, I should classify the disease as one of the tuberous type. 
I have never encountered a case of xanthomatosis in which the blood cholesterol 
was as high as 1,300 mg. per hundred cubic centimeters. .It has been pointed out 
by several observers that there is apt to be involvement of the liver when 
xanthomatous lesions occur on the palms and soles. Such an occurrence was well 
exemplified in this case. The involvement of the cornea was also most unusual. 
Another interesting feature was the involvement of the chest and shoulders which 
simulated pseudo xanthoma elasticum. 

Dr. THEoporE CorNBLEET: The distorted esters ratio reflects somewhat the 
jaundice that is present. In the group of patients at Cook County Hospital with 
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jaundice whom my co-workers and I have been studying, our studies have been 
concerned with the differential observations in the presence and absence of pruritus, 
Thus far we have found no differences. At the same time we have attempted to 
make use of the newer knowledge in the nutritional functioning of the liver. It has 
seemed to us that choline, cystine and methionine may be helpful at times. 


Dermatomyositis (Second Attack). Presented by Dr. M. H. Expert and (by 
invitation) Dr. N. BAKER. 


The patient, a 16 year old white boy, H. K., spent four and a half months in the 
Cook County Hospital in 1944 because of weakness and edema of the face and 
extremities. He received 1,000,000 units of penicillin intramuscularly in one month, 
after which he was able to leave the hospital, apparently recovered. He led a 
normal active life until six weeks ago, when weakness and low backache appeared. 
A month ago, his eyelids became edematous, and erythema of the mandibular 
areas, eyelids and knuckles occurred. Since then, weakness has become severe, 
being especially pronounced in the thighs, arms and forearms. 

Examination shows an adequately developed and nourished white boy. There is 
erythema of the eyelids bilaterally and edema of the eyelids and cheeks. He is able 
to rise to the sitting position by pushing on the bed with his hands. Gross weak- 
ness of the abductors of the thighs, the anterior muscles of the neck and the 
extensors of the legs is found. 

The leukocytes were 12,800 with a normal differential count; the erythrocytes 
4,250,000 and hemoglobin 14.5 Gm. The roentgenogram of the chest was normal. 
Total serum protein was 5.2 Gm., serum calcium 8.8 mg., phosphorus 4.5 mg. and 
alkaline phosphatase (Bodansky), 3.4 mg. per hundred cubic centimeters. 

He now receives 10 grains (650 mg.) of sulfadiazine every four hours and 
100,000 units of penicillin intramuscularly every three hours. 

A biopsy specimen was taken from the pectoralis major muscle in 1944. An 
examination of the sections revealed decided degenerative changes in the muscle 
fibers, with an infiltration of lymphocytes between the fibers and lymphocytes with 
a few polymorphonuclear leukocytes in the perimysium. Some of the fibers showed | 
vacuolar and granular degeneration. Some were fragmented and shrunken, with 
disappearance of the transverse striae. There were no significant changes in the 
blood vessels, although in places the round cell infiltrate was perivascular. 


DISCUSSION 
Dr. Louis A. BRUNSTING, Rochester, Minn.: It is remarkable to see such a 
complete degree of remission in dermatomyositis which occurred in childhood. 
Usually the course is unfavorable, and during puberty there may arise symptoms 
similar to the Cushing syndrome, and there may be ankylosis of joints as well as 
calcification of the skin and a severe degree of disability. 


Lupus Erythematosus Disseminatus in a 43 Year Old Full Blooded 
American Negro Man. Presented by Dr. M. H. Exsert and (by invitation) 
Dr. J. GRAFFIN. 


Acute Disseminated Lupus Erythematosus Successfully Treated with 
Penicillin. Presented by Dr. James H. MircHett and (by invitation) 
Dr. Rosert Goopwin. 
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DISCUSSION 


Dr. A. L. Wetsu, Cincinnati: I think that it has been interesting to note that 
some of the patients with acute disseminated lupus erythematosus will respond to 
massive doses of penicillin. On the other hand, my co-workers and I have had 
some patients who showed practically no benefit from the use of penicillin. In 
patients in whom a response was produced with penicillin, relapses have been 
rather common. In two such instances when penicillin was again used, there was 
no benefit. It appears that massive doses (such as 1,000,000 units every three 
hours) are required for adequate response in at least some of these patients. The 
Indian patient had an episode of illness, at an earlier date, which was not explained 
and from which he recovered. We have had 6 patients in the last two years with 
acute disseminated lupus erythematosus, who had had previous illnesses associated 
with fatigue, muscle pains and a nondescript picture which could not be classified. 
They apparently recovered. Later, they reappeared on the medical service with 
lupus erythematosus of the acute disseminated type. It is strange that the cutaneous 
lesions of lupus erythematosus, which are so typical, both clinically and histo- 
logically, appear and disappear in the course of the disease. We have all seen the 
skin of patients with disseminated lupus erythematosus clear completely, and the 
patients then die of the disease. We have had 2 such cases in the last two years. 

Dr. STEPHEN ROTHMAN: It is too early yet to say anything definite about 
penicillin therapy of acute lupus erythematosus. It seems that the routine dose of 
30,000 to 40,000 units every three hours has no effect on the process. So far my 
co-workers and I treated 4 patients with considerably higher doses. One of them, a 
woman 61 years old, was shown here several months ago. She was desperately ill, 
but has now been free from signs and symptoms for four months. She was given 
8,000,000 units of penicillin daily on three consecutive days, and this course was 
repeated after a two week interval. A 14 year old girl was brought to the hospital 
with acutely exacerbated lupus erythematosus. She is well today, after having 
been given similarly huge doses of penicillin and castration had been performed. 
In each case these huge doses caused a transitory therapeutic reaction with 
exacerbation of fever, flare-up of the eruption and fall in white cell count. 
Improvement set in three to four days after the administration of penicillin was 
discontinued. 

Nore.—As of May 18, 1947, 2 of the 4 patients had died. The 2 living patients, 
an aged woman and a child, had been well for one year and for six months, 
respectively. 

Dr. D. V. Omens: I have had a patient in the hospital who had a stormy 
course of !upus erythematosus. She is undergoing the second involution period of 
lupus erythematosus and has had no penicillin. 

Dr. RicHarp S. Weiss, St. Louis: I have been asked about the use of folic 
acid in the treatment of disseminated lupus erythematosus. I have now treated 
3 patients with it. In the first case there was a very limited supply, and the patient 
received only ten doses; at the end of ten months, with supportive treatment, she 
seemed to have completely recovered. When last seen, four months ago, she was 
still apparently well. 

The second case was of the subacute disseminated form. The patient received 
daily injections of 10 mg. folic acid, and she began to improve materially and was 
discharged from the hospital in four weeks. Folic acid therapy was followed by 
treatment with crude liver extract, and the patient’s improved condition has been 


maintained. 
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The third patient was given the drug about four or five weeks ago. This was 
another case of the disseminated subacute type. Her general symptoms have now 
disappeared, and her skin shows definite improvement. : 

I do not make any claim that this is a cure for lupus erythematosus.. The 
patients were given the benefit of rest and high caloric feeding, and a remission 
occurred during this treatment. I. am reporting these cases now so that others 
may try the effect of folic acid. - 

Dr. STEPHAN Epstern, Marshfield, Wis.: One point I would like to mention. 
There should be differentiation between acute lupus erythematosus and. the cases 
of subacute disease frequently presented as acute lupus erythematosus. I believe 
that this case represents the subacute form with remission following: folic acid 
therapy, such as is seen after treatment with niacinamide and liver extract. 
I wonder whether penicillin has been tried in the cases of fulminating lupus 
erythematosus. 

Dr. M. H. Expert: There are to be noted one or two features about the Indian 
patient. In our clinics few American Indians are seen. This is the first one I have 
seen with lupus erythematosus. The disseminated variety in male patients is rare, 
but it does occur and is frequently fatal. The most interesting point, however, is 
the prolonged history of arthritic muscular weakness for fourteen years. As 
Dr. Welch pointed out, it may have been lupus erythematosus all the time, of the 
disseminated variety without cutaneous manifestations. However, he has been in 
the hospital a very short time, not long enough to have obtained the biopsy report, 
but I am sure that there will be characteristic observations. I think that he should 
have a neurologic examination. There may be some other explanation for this 
weakness. Clinically one would think that this was a case of disseminated discoid 
lupus erythematosus, but actually the patient has the systemic manifestations of the 
other variety. 


Hodgkin’s Disease of the Skin. Ulcerated Nodules. Presented by Dr. H. 
RATTNER and (by invitation) Dr. H. Ropin and Dr. J. GRAFFIN. 


Paraffinoma of the Buttocks and Back. Presented by Dr. T. CorNnsLeet and 
(by invitation) Dr. D. Conen and Dr. J. GRAFFIN. 


W. M., a 71 year old white man, noticed nodules in his buttocks for the first 
time about thirty years ago. At the time he was receiving injections of mercury 
daily in the buttocks for syphilis. However, he does not remember having received 
injections in the lower posterior thoracic region. These nodules have never 
ulcerated and have persisted as hard masses until the present time. He also 
received a course of neoarsphenamine in addition. About ten years ago his right 
knee became swollen and prevented him from walking without support. Five years 
ago the left knee became swollen causing, him to be practically bedridden since 
that time. 

He entered a neurologic ward at Cook County Hospital in 1946, at which time 
a clinical diagnosis of Charcot’s joints, tabes dorsalis and trophic ulcers of the 
feet was made. Involving almost the entire buttocks of both sides is a hard nodular 
sharply defined mass in the subcutaneous tissue. The overlying skin is bound down 
to this mass and is bluish red. The intervening skin and subcutaneous tissue 
between the masses are essentially normal. There are. two similar masses about 
15 by 7 cm. in both lower posterior thoracic regions. There is a systolic murmur 
over the apex and a diastolic one over the aortic area, with a blood pressure of 
132 systolic and 84 diastolic. 
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The Kahn reactions of the blood and spinal fluid were negative. The urine, 
blood picture and roentgenogram of the chest were essentially normal. The 
roentgenogram of both knees showed changes compatible with a diagnosis of 
Charcot’s joints. The electrocardiogram showed evidence of myocardial damage. 
The histologic section from a lesion in the buttocks showed a densely packed mass 
of degenerated pale fibers separated by many clear spaces. The sudan III stain 
showed the clear spaces to contain droplets of the brightly stained fat. The fibers 
were also stained by sudan III, but stain here was more pale and granular. The 
polariscopic examination failed to show any double refraction. 


DISCUSSION 


Dr. Ricwarp S. Wetss, St. Louis: This is an extraordinary manifestation of 
parafinoma. All of us remember the cases that Mook originally described which 
were due to the injection of camphor liniment. From this man’s history one must 
assume that he received injections of mercury in oil, probably mineral oil. I have 
never seen paraffinomas develop from the thousands of injections of mercury 
salicylate and mineral oil that were given in the treatment of syphilis many years 
ago. This patient stated that he received the injections only in the buttocks, but 
he must have had some in the back as he has these lesions in the scapular and 
subscapular regions. Lesions appeared to be produced by the burrowing of the oil 
along the fascial planes, thus producing, in distant areas, granulomas enclosing 
oil cysts. Sections from this patient showed some evidence of oil cysts, but most 
of the reaction was fibrous. I certainly am inclined to think that the diagnosis 
given is correct, but this is the first case I have seen that has apparently followed 
injections of a mercurial preparation in oil. 

Dr. STEPHEN ROTHMAN: It is my understanding that injections of vegetable 
oils do not cause development of paraffinomas. Injection of mineral oils, of course, 
is not permissible, because they are not absorbed and invariably cause foreign body 
reactions. I wonder whether this man received injections of mercury salicylate 
which was suspended in paraffin oil. 

Dr. S. J. ZAKon: This brings up a question regarding the use of penicillin in 
wax. Dr. Jones of the department of pharmacology stated that the use of wax 
intramuscularly is bound to result in lesions similar to paraffinoma. 

Dr. S. W. Becker: Dr. O’Leary may remember a patient at the Mayo Clinic 
in 1925 who contracted syphilis at the time of the World’s Fair in 1893. He had 
been treated with some mercury compound and his buttocks resembled those of this 
patient. He had an enormous tumor on each buttock, but there was nothing on the 
trunk. I questioned the patient carefully about injections in the back, and he said 
that he had not received any. He had received his treatment in 1911, and he may 
have forgotten at which sites injections were made. I think that these tumors are 
paraffinomas resulting, perhaps, from the administration of the drug in some 
insoluble oil, such as mineral oil. 

Dr. THEODORE CORNBLEET: It would seem improbable to me that this man 
received injections at all the sites that are now involved. I agree that the original 
paraffin lakes could be distributed downward, as by gravity. On the other hand, the 
depots could have been disseminated upward along fascial planes, propelled by 
the action of various muscle groups. One reason for showing this patient is to 
demonstrate the fluorescence of the paraffin lakes in the tissue sections. I could 
not complete the arrangement for demonstrating the diagnostic purplish blue by 
means of the fluorescent microscope. This is the method Dr. Popper and I 
described several years ago (ArcH. Dermat. & SypH. 47:637 [May] 1943). 
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Pterygium Colli (Bonevie-Ulrich Syndrome). Presented by Dr. D. Omens 
and (by invitation) Dr. H. D. Omens and Dr. N. L. BAKER. 


The patient, a 3 week old white baby girl, was delivered by cesarean section at 
full term, of a 23 year old primiparous mother. The baby appears mongoloid, with 
long narrow epicanthal folds; the skull is microcephalic. There is a great 
redundancy of skin from the nuchal ridge to the interscapular area. At the left 
posterior portion of the neck there is a subcutaneous flabby cyst with fluid contents. 
The ears have no tragus. The tongue is grossly enlarged and hard. The lips are 
enlarged and indurated. There is pitting edema of the hands, feet and legs. The 
fingers are thickened at the base, and they taper. The finger nails are very small. 
The palms and soles are bright red. The palmar and plantar areas are sharply 
demarcated from the upper portion and the soles by a ridge encircling the foot. 

Roentgenograms of the spine, forearms and legs showed no osseous pathologic 
condition. The femoral epiphyses were well formed. The roentgenograms of the 
skull were normal. Serum calcium was 10.7 mg. per hundred cubic centimeters. 
The Kahn reaction of the blood was negative. The hemogram was normal. 

Thyroid, 4% grain (16 mg.) per day, was given, but treatment was discontinued 
when fever occurred. The temperature ranges from 95 to 98.6 F. rectally. 


DISCUSSION 


Dr. Davin V. Omens: About 25 cases of this condition have been reported 
from Switzerland and France. It has been suggested that the cause may be a 
lack of iodine. The symptoms are mental retardation, macroglossia, edema of the 
hands and feet because of lymph stasis, tiny ears, cholesteremia, redundant skin 
in the axillas, inguinal region or neck, dystrophy of nails, and osteoporosis. Later 
mushrooming of the femoral epiphysis and digital compression of the skull are seen 
on roentgenographic examination. 


A Case for Diagnosis (Erythema Figurata Perstans?). Presented by 
Dr. F. E. SENEAR and STarFr. 


Regrowth of Hair After a Second Epilation for Tinea Capitis. Presented 
by Dr. James H. MitcuHeE.t and (by invitation) Dr. Ropert Goopwin. 


W. P., a boy now 12 years old, was first seen in April 1945, because of patchy 
alopecia of six months’ duration. He had typical “gray patch” ringworm of the 
scalp, confirmed under the Wood light and by culturing Microsporon audouini fro 
affected hairs. P 

On May 11 epilation by the five point method (350 r to each of five areas) was 
done, defluvium of hair being nearly complete by June 1. By June 22 it was 
apparent that a dollar-sized area of fluorescent hairs over the occiput was not 
affected by the roentgen rays. Despite concentrated treatment with various oint- 
ments (ammoniated mercury, benzoic and salicylic acid ointments, iodine in goose 
grease, salicylanilide, and undecylenic acid with zinc undecylinate) and manual 
epilation to toleration, this focus persisted. 

On May 17, 1946, reepilation was done with the identical technic used previously, 
with the same consequence—a persistent area over the occiput unaffected by the 
roentgen rays. 

Treatment with iodine in goose grease, to provoke a kerion, and manual epila- 
tion have resulted in little improvement. 

Normal regrowth of hair following the second epilation was well established by 
September 6 (sixteen weeks after roentgen treatment). 
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Tinea Capitis in a Woman Aged 46, Mother of Two Children with Tinea 
Capitis (Microsporon Audouini Type). Presented by Dr. I. M. FersHer 
and Dr. CLARK W. FINNERUD. 


DISCUSSION 


Dr. STEPHEN ROTHMAN: Microsporon audouini infection of the scalp in the 
adult is exceptional. So far as I have found, only 2 cases have been reported in 
which the cultural diagnosis was beyond doubt. The absence of immunity on the 
scalp of adults may have two explanations. One is deficiency in sex hormones 
with incomplete development of sebaceous glands, and the other is an individual 
variation in the chemical composition of sebum with fungicidal fatty acids below the 
critical concentration (Rothman, S.; Smiljanic, A.; Shapiro, A. L., and Weitkamp, 
A. W.: Spontaneous Cure of Tinea Capitis in Puberty, J. Invest. Dermat. 8:81-98 
[Feb.] 1947). This woman obviously is not suffering from hypogonadism, though 
her menstrual flow has been conspicuously weak in the last few years. However, 
she stated that all her life her hair had been extremely dry. She never felt the 
need of washing it, a sign of deficient sebaceous gland secretion. 

Dr. I. M. FetrsHer: The woman desires roentgen treatment for herself. 
I have not had the experience of treating a woman of that age by roentgen 
epilation. Besides, she has chronic bronchitis with bronchiectasis and severe 
secondary anemia, with severe episodes, one confining her to bed for two months 
with an elevated temperature of 100 to 103 F. Would it be safe to proceed with 
roentgen treatment in her case, or is it better to treat her with topical applications ? 

On a number of occasions the problem of administering a second dose of 
roentgen rays for epilation was presented. If the epilation was incomplete from 
the first dose, I usually allowed a period of six months to elapse before giving a 
second epilating dose of roentgen rays and have had no difficulty with the regrowth 
of hair. 

Dr. Fox’s survey, which goes back to 1928, is the best we have regarding the 
rarity of M. audouini in the adult. He found about 70 cases of tinea capitis of the 
scalp in adults. Fifty-one of these cases were proved by microscopic examination 
or culture. Of these, in 6 or 8 cases he found M. audouini. He also reported a 
case of infection with M. audouini in an adult causing kerion. Mendelsohn also 
reported a case of tinea capitis in an adult caused by M. audouini. Dr. Fox also 
found that in Japan the preponderance of tinea capitis in the adult was much 
greater. In the United States there were only 7 cases, and they occurred pre- 
dominately in the female sex. In Japan the reverse was true; the male sex was 
affected in a larger number of instances. 

Dr. James H. MitcHeti: I had a patient, a woman, with favus in the clinic 
for a number of years. Epilation was done, but the favus went on blooming after 
epilation. 


Turban Tumors (Nevus Epitheliomata-Cylindromatosus plus Sebaceous 
Cysts) in a Man Aged 68 Years. Presented by Dr. E. A. OLiver and 
Dr. H. RATTNER. 


A Case for Diagnosis (Eosinophilic Leukemia?). Presented by Dr. E. A. 
Ottver, Dr. J. R. Wesster, Dr. J. E. Grnsperc and Dr. H. S. STernsere. 


A white man, aged 26, from the Hines Veterans Hospital, stated that his 
cutaneous disease began in December 1945. He first noted several papules, with 
pinhead-sized crusts on his chest, upper part of the abdomen and shoulders. These 
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were associated with severe pruritus. Topical treatment failed to affect improve- 
ment. When he entered the hospital in June 1946, examination revealed an acutely 
ill white man complaining of general weakness and a generalized pustular pruritic 
eruption. The skin showed numerous impetiginous, honey-colored, crusted lesions 
on the face, chin and neck, and numerous pea-sized pustular, umbilicated and 
crusted lesions on the neck, posterolateral aspect of the shoulders and on the 
hands and feet. On the trunk and extremities, especially the upper part of the 
thighs and inguinal regions, there were large areas of depigmented skin, the site 
of previous lesions. There were pustules and bullae on his feet; his ankles 
were swollen, and there were numerous pustules on his scalp. He had a tem- 
perature of 100 to 101 F. each evening, with occasional spikes to 103 or 104 
F. Blood cultures were sterile. 

Laboratory observations on admission were as follows: The urine was normal. 
Examination of the blood showed erythrocytes 3,500,000, hemoglobin 11 Gm. 
and leukocytes 15,800, with polymorphonuclear cells 64 per cent, lymphocytes 
23 and eosinophils 13. Wassermann and Kahn reactions of the blood were 
negative. Nonprotein nitrogen was 30 mg., creatinin 1.3 mg., blood sugar 93 mg. 
and total protein 6.9 Gm. (albumin 3.4 and globulin 3.5). The roentgenogram 
of the chest was normal. Results of routine polyagglutinations for typhoid 
and paratyphoid were negative. Despite energetic treatment, his general con- 
dition remained unchanged, but new vesicular and bullous lesions continued 
to develop. The hands became edematous; the feet and legs were the seat 
of numerous vesicopustules, many of which fused to form confluent patches. 

The blood was studied carefully in July, August, September and October 
and revealed the changes shown in the table: 


Results of Studies of the Blood 











Poly- 
White morpho- 
Red Blood Hemo- Blood nuclear Lymph- Eosino- 
Date Cells globin Cells Cells ocytes phils 
P| gay SR ne ee Sere 4,470,000 85 20,200 52 41 7 
DUMB AG, ci cv desc adeseseteatans 4,470,000 85 34,000 42 10 28 
pT SRSA S SES ere rer 4,630,000 90 39,000 16 21 63 
UID We dccntcdcs ncnvecdses 4,860,000 95 56,000 20 83 47 
RIG Tins civeistevsceeicie’s 5,150,000 100 39,600 15 45 40 
DODGE jis dase ciacneciguces 5,000,000 95 21,800 63 20 17 
September 10............++.- 5,130,000 100 26,000 41 47 11 
ES RE ee 4,790,000 90 15,200 51 38 11 





About August 5, the patient complained of a slight cough; the physical 
examination revealed only slightly exaggerated breath sounds. Results of 
sputum examinations were negative for fungi and tubercle bacilli, but roent- 
genograms of the chest revealed soft shadows of increased density in both 
lung fields. On August 22, another roentgenogram was taken, and this indi- 
cated almost complete disappearance of the infiltration. The roentgenologist 
expressed the belief that this corresponded to the syndrome described by Loef- 
fler in 1932, a syndrome characterized by transitory pulmonary lesions, decided 
eosinophilia and a mild clinical course, in contrast to extensive pulmonary 
changes seen in the roentgenogram. Sternal puncture did not reveal any evi- 
dence of leukemia. The bone marrow was reported as hyperplastic and 
contained all the normal elements. 

A section taken from the skin and stained with hematoxylin and eosin showed 
slight acanthosis and edema of the epidermis, with patchy parakeratosis. In 
one region there was an extensive crust composed of fibrin containing many 
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polymorphonuclear and round cells. In the corium there was moderate edema, 
superficial vascular dilatation and a diffuse cell infiltrate in the upper third, 
rather sharply limited below, except that it extended more deeply in the regions 
of the epidermal appendages. In the papillae themselves, the infiltrate was 
rather sparse, but in the subpapillary region, it was dense and closely packed. 
This infiltrate was composed of round cells and many eosinophils. The round 
cells exhibited definite, though not pronounced, variation in size and staining 
qualities. There were some pyknosis and karyorrhexis. 


DISCUSSION 


Dr. Paut O'Leary, Rochester, Minn.: I suggest the diagnosis of eosino- 
philic leukemia, which is not eosinophilic granuloma. At the Mayo Clinic we 
recently dismissed a patient who presented the same clinical and hematologic 
picture presented in Dr. Oliver’s case. The disease starts as an acute vesicular 
eruption, characterized by periods of severe pruritus, followed by the appear- 
ance of erythema-multiforme-like lesions with showers of vesicles. The subse- 
quent course has been a recurrence of the vesicular type of eruption, sometimes 
small vesicles and rarely bullae, covering the greater part of the body. 
Increased pigmentation was pronounced in our patient. The blood picture is 
interesting and is of differential value in distinguishing the disease from derma- 
titis herpetiformis and erythema multiforme. An eosinophil count of 50 to 55 
per cent with a leukocyte count of about 40,000 persisted for several months. 
A sternal puncture did not offer additional information. The term eosinophilic 
leukemia means something different than esosinophilic granuloma; I do not 
believe that this patient has eosinophilic granuloma. We adopted the term 
eosinophilic leukemia because the hematologists had no explanation to offer 
for the observations of the blood, because morphologically the patient had a 
severe degree of pseudo-dermatitis-herpetiformis-like eruption and because the 
blood cell counts slowly returned to normal and the cutaneous lesions disappeared 
after high voltage roentgen therapy. 

Dr. STEPHAN Epstern, Marshfield, Wis.: Eosinophilic granuloma of the 
bone closely resembles Schiiller-Christian’s disease. I do not know whether 
eosinophilic leukemia is at all related to eosinophilic granuloma of the bone. 
The type of cutaneous lesion presented here has not been described in studies 
of eosinophilic granuloma of the bone. 

Dr. AvotpH ROSTENBERG JR. (by invitation): I do not know what this 
man has, but it seems to me that we are overlooking one approach that might 
be of some help in diagnosis. There is a history of Loeffler’s syndrome in this 
patient. Loeffler’s syndrome is being recognized with increasing frequency. 
Several cases have been reported in association with creeping eruption. It is 
looked on as a sensitization phenomenon, sometimes to some organism, such 
as intestinal or cutaneous parasites. The cutaneous lesions this man shows 
might be an expression of such a sensitization. 

Dr. Epwarp A. Ottver: When this man first entered Hines Hospital he 
was very sick. He was pale, weak and cachetic and had a fever. The eruption 
was a generalized one, occupying the face, trunk, arms, legs and back, with a 
great deal of eruption in the groins and on the inner aspects of the thighs. The 
lesions were vesicles, papulovesicles and small bullae. Our first diagnosis was 
dermatitis herpetiformis. Several weeks later the cutaneous picture changed; 
we then changed our diagnosis to pemphigus. He has had a great deal of 
treatment, including treatment with acetarsone, penicillin and streptomycin, and 
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he has improved a great deal. At one time in the course of the disease a 
typical Loeffler syndrome developed. I am especially indebted to Dr. O’Leary 
for his remarks; we shall try to follow out the treatment as suggested by 
him. 


Chancre, on the Cheek. Presented by Dr. E. A. Oxiver, Dr. J. E. Ginsperc, 
Dr. J. R. Wesster and (by invitation) Dr. H. S. STEernserc. 


A Case for Diagnosis (Lymphangioma Circumscriptum?). Presented by 
Dr. E. A. Ottver, Dr. J. E. Grnsperc, Dr. J. R. WEBSTER and (by invita- 
tion) Dr. H. S. STernsere. 


A Case for Diagnosis (Drug Eruption?). Presented by Dr. S. Roraman 
and (by invitation) Dr. H. F. Krysa. 


Psoriasis with Hyperkeratosis of Palms and Soles (Arsenical?). 
Presented by Dr. F. E. SENEAR and Starr. 


Pustular Psoriasis? Acrodermatitis Continua? Presented by Dr. S. 
RorHMAN and (by invitation) Dr. E. L. LapEn. 


A Case for Diagnosis: Pustular Eruption of the Fingers and Toe. 
Presented by Dr. StepHAN Epstein, Marshfield, Wis. 


Necrobiosis Lipoidica Diabeticorum. Presented by Dr. H. Ratrner and 
(by invitation) Dr. I. Errmvsere. 


Adenoma Sebaceum? Presented by Dr. CLeveLanp J. WHITE. 


DISCUSSION 

Dr. Henry A. Brunstinc, Toledo, Ohio (by invitation): This disorder 
would be better classified as a syndrome rather than a distinct entity. In 
reviewing the literature on this subject, it is necessary to consult articles writ- 
ten by the neurologists, urologists, cardiologists and various other specialists, 
for each one reports that phase of the syndrome in which he is most interested 
and any involvement of the skin may be mentioned briefly or omitted. The 
disorder is essentially a congenital ectodermal defect. Various degrees of men- 
tal retardation may be present, and roentgen examination of the head is indi- 
cated. One may encounter associated tumors of the retina, heart, kidney and 
other structures, and therefore each patient should receive the benefit of a 
thorough general physical examination. 

Dr. Maurice OPPENHEIM (by invitation): I consider adenoma sebaceum 
to be a forme fruste of von Recklinghausen’s disease. On the back of this 
patient there are fibroma molluscum and deep pigmentations, a form of von 
Recklinghausen’s disease. There is a possibility that adenoma sebaceum is 
only an abortive form of this disease. I do not know whether the sella turcica 
was enlarged; roentgenographic examination should be made, because often 
an enlargement of the sella turcica is found. 


Congenital Amniotic Constriction Rings. Presented by Dr. F. E. Senear 
and STAFF. 


D. T., a 22 month old infant, was seen in the Department of Orthopedics, 
University of Illinois Research and Educational Hospitals. Abnormalities in 
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the skin of the extremities had been present since birth, There was a firm 
depressed scar completely encircling the left thigh in its lower third. No 
edema or circulatory changes were apparent distal to the scar. Similar lesions 
on the leg, upper part of the thigh and arms had been surgically corrected by 
Z-plasty. There was a talipes equinovarus deformity of the right foot. 

Results of routine laboratory studies revealed no abnormalities. Biopsy (of 
previously operated lesion) revealed: An intact relatively normal epidermis. 
The corium showed dense interwoven hands of connective tissue associated with 
prominent blood vessels and foreign body reaction, presumably above keratin 
deposits but with a total absence of cutaneous appendages. 


Blastomycosis (Gilchrist). Presented by Dr. S. RorHMAN and (by invita- 
tion) Dr. J. H. McCreary. 


W. L., a 52 year old man, a railroad clerk, was well all his life until he 
squeezed a boil on his left arm in September 1938. The lesion enlarged and 
spread gradually. Blastomycosis was diagnosed in 1939. Treatment up to the 
time of admission, May 5, 1946, in Billings Hospital, consisted of a series of roent- 
gen ray treatments, local applications of sulfur and copper sulfate, administration 
of iodides, penicillin and iron. 

On admission, the patient was emaciated, weak and unable to move. He 
had lost much weight. There was no fever and no pain. The skin of the face, 
hands, forearms, left thigh, buttocks, perianal area and abdomen were involved 
in a deep ulcerative process. The ulcerative plaques were surrounded by an 
infiltrated and hyperkeratotic border in arciform and polycyclic patterns, 
studded with miliary abscesses. The destructive process had continued in the 
left forearm and hand down to the superficial muscle tendons. The cartilaginous 
part of the nose had been destroyed. Contractile scarring had produced flexural 
contractures of the arms and left hand and ectropion of the right eye. There was 
sufficient tissue destruction in the perianal area to interfere with sphincter con- 
trol. A decubitus ulcer was present in the sacral region. 

There have been no physical signs of involvement of the chest, but roent- 
genograms of the chest showed diffuse fibrosis compatible with blastomycosis. 
A roentgenogram of the left hand showed generalized osteoporosis. The urine 
was normal. There was slight leukocytosis (11,000 to 12,000 white blood cells). 
The differential count was normal. Hemoglobin was 9.5 Gm., and red blood 
cells numbered 2,500,000. The total blood proteins were slightly diminished 
and the albumin-globulin ratio was 0.88. Blastomyces were demonstrated in 
direct smear from a miliary abscess of the right hand. In 2 of 4 mice inoculated 
intrascrotally with a suspension of biopsy material in isotonic solution of 
sodium chloride there developed lesions in the lungs and mesenteric lymph nodes, 
containing a great number of organisms. Cultures on Sabouraud’s medium were 
overgrown by saprophytic bacteria. 

The patient has received four whole blood transfusions. The ulcerations 
were cleansed with hydrogen peroxide, bathed with bichloride of mercury and 
dressed with 20 per cent sulfathiazole ointment. The left hand was straightened 
with general anesthesia and placed in a basswood splint. Infra-red radiant 
heat was used in treatment of the decubitus. In the interval from May 12 to 
September 25, the patient received a total of 1,279.0 Gm. of iodide salts, most 
of it in the form of intravenous injections of 10 per cent sodium iodide; rapidly 
and conspicuously the patient improved. Iodide therapy was discontinued ‘on 
September 25, because new asymptomatic firm verrucous nodules were devel- 
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oping on his hands, forearms and face. Since the discontinuance of the iodide 
therapy these lesions have apparently regressed. Clinically, the differentiation 
of these lesions from iododerma tuberosum was rather difficult. However, a 
biopsy specimen taken on October 8 still showed budding spores in the granula- 
tion tissue. The inorganic iodine content of these lesions, determined by micro- 
chemical analysis, was not increased over that of the unaffected skin (iodine 
was 3.2 per cent in ash of the lesion and 5.3 per cent in ash of the unaffected 
skin). 

The patient continues to have periods of constipation and incontinence of the 
feces, but has gained considerable weight and strength. 

The presentation included microscopic sections of cutaneous lesions and of the 
lung of the inoculated mouse, roentgenograms of the lung and bones of the 
patient and of the lung of the mouse and several clinical photographs of the 
patient. 

DISCUSSION 

Dr. Louis A. BrunstinG, Rochester, Minn.: In blastomycosis cutis, the 
organism may be recovered from the urine and from the prostatic secretions, 
as occurred in a case recently presented at the September 1946 meeting 
of the Minnesota Dermatological Society in Rochester. The patient had 
characteristic lesions on the skin of the face, and there were no symptoms 
of systemic blastomycosis. The organism grows readily on ordinary soil, which 
may be of epidermologic significance. 

Dr. STEPHEN RoTHMAN: This patient has had huge doses of iodides, the 
total exceeding 1 Kg. of sodium iodide in four months. He had done very well 
as far as his general condition is concerned, and many of the lesions have 
healed during the massive iodide therapy. Still, in many places the process 
shows signs of activity. I plan now to combine the administration of iodides 
with vaccine therapy. In vitro experiments have shown that iodides have no 
fungicidal effect on blastomyces. The effect must be an indirect one; the iodides 
probably act primarily on the granulation tissue, as in tertiary syphilis. 


Multiple Congenital Defects; Von Recklinghausen’s Disease (?). 
Presented by Dr. F. E. SENEaR and Starr. 


R. H., aged 9, was referred for dermatologic consultation from the Depart- 
ment of Pediatrics, University of Illinois Research and Educational Hospital. 
There was a history of retarded mental and physical growth, speech difficulty 
and impaired hearing. Examination revealed: (a) small stature, (b) moder- 
ate brownish pigmentation of the skin, most pronounced on the face, neck and 
chest, and depigmented split-pea-sized vitaliginous area scattered throughout 
the pigmention; (c) epicanthus; (d) absence of thumbs; (e¢) lumbar lordosis 
and bilateral congenital dislocation of the hips, and (f) dental hypoplasia. 
There was a café-au-lait spot in the periumbilical region. 

Results of laboratory studies of cellular and chemical components of the 
blood were negative. Roentgenograms showed the absence of the first phalanx 
and metacarpals but revealed no other abnormality. 


DISCUSSION 


Dr. THEODORE CorNBLEET: I thought of the possipility of Rothmund’s 
syndrome to fit this little girl’s condition. Thannhauser has recently referred 
to it as heredofamilial atrophic dermatosis (Thannhauser, S. J.: Ann. Int. Med. 
23:559 [October] 1945). 
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A Case for Diagnosis (Granuloma Pyogenicum?). Presented by Dr. 
CLEVELAND J. WHITE. 


Sporotrichosis: Localized Lymphangitic Type Following a Hangnail 
Which Became Infected While the Patient Was Working in the 
Garden. Presented by Dr. CLEVELAND J. WHITE. 


Carcinoma (Erysipelatodes). Presented by Dr. F. E. SENEAR. 


About three and a half years ago, the patient had a tumor removed from 
the right thigh. Approximately three weeks later, roentgen treatments were 
instituted, and she received one treatment daily for twenty days, the duration 
of the treatments being twenty minutes on each occasion. After this course, 
the skin in the treated area became covered with crusts; healing did not take place, 
and gradually the present condition developed. 


On most of the outer aspect of the right thigh, the patient presents a peculiar 
picture, the skin being replaced with a coarsely mammillated area, heavily 
crusted in places. At the periphery, there are many small rounded areas, the 
size of a b-b shot to a large pea, with crusting on top. Removal of the crust 
revealed some pus beneath. This mammillated area has several semisolid rounded 
elevated vegetated-appearing growths of about almond size. 

The specimen of tissue removed three and a half years ago consists of an 
amputated section of skin, elliptic in shape, measuring 9 by 6 inches (23 by 15 
cm.). In the central portion of the skin, there was an elevated area 7 mm. 
above the surface of the skin with a rather serpiginous outline and coarsely 
granular surface; it was dark brown to light green. The periphery of the 
section was firm, whereas the more central area was rather soft, and the cut 
surface was translucent in appearance. The structure was confined to the 
cutaneous surface, as multiple sections through the tissues did not reveal any 
gross penetration into the subcutaneous tissue. However, at one point near the 
margin, there was a small area suggestive of an extension beneath the dermis. 
Sections were taken from this area for more study, and the diagnosis was non- 
cornifying, squamous cell carcinoma of high grade malignancy. 


DISCUSSION 
Dr. H. E. MicHetson, Minneapolis: I believe this to be a pagetoid type 
of cancer. I cannot understand why the glands are not involved, for one would 
expect that. 
Dr. M. R. Caro: The invasion of the lymphatics was of the type that is 
seen in recurrent carcinoma of the breast following removal and irradiation, 
the type called carcinoma erysipelatodes. 


Dermatomyositis. Presented by Dr. F. E. SENngEar. 


DISCUSSION 

Dr. Paut A. O’LeEary, Rochester, Minn.: The term sclerodermatomyositis 
is applicable to this type of the disease, because evidences of cutaneous sclero- 
sis and dermatomyositis are both present. This patient presents the terminal 
phase of the disease. 

We have seen 2 patients with dermatomyositis in whom have developed 
the Cushing syndrome, hirsutism, acne, hypertrophy of the genitalia and cuta- 
neous purplish striae, after the dermatomyositis had been present several years. 
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Surgical intervention was not thought advisable in either case, and it is now 
not possible to determine the relatioship. 

Dr. F. E. SeneaR: I had not seen this patient for some months until 
today, and I have never had her under care or observation. She came in 
originally with a striking picture of erythema on the extensor surface of each 
forearm, which was so pronounced that I thought some one had given her ultra- 
violet radiation or that she had been lying in the sun with gloves on. She came 
back in three weeks and again several weeks later, at which time she had the 
same lesions on the dorsal surface of the hands. Dr. Oliver saw her, and we 
both felt that she had typical early lupus erythematosus. When we saw her the 
next time the picture of erythematous lesions had changed to one of a liche- 
noid type of lesion. At that time she had no complaint with regard to weak- 
ness. Later I noted in the history that about six weeks before we saw her 
she had muscular weakness and debility. It was so slight that she did not point 
it out to us. She did start out with symptoms that might have been symptoms 
of dermatomyositis. The muscle biopsy revealed signs of dermatomyositis. I 
had not seen her for a year, and the last time I saw her she did not show 
signs of poikiloderma. : 


Pseudoxanthoma Elasticum. Presented by Dr. S. RorHMaAN and (by invi- 
tation) Dr. E. L. Lapen. 


Hyperhidrosis. Presented by Dr. D. F. Weser and Dr. IRENE NEUHAUSER. 


H. D., an office worker aged 33, has been troubled with sweating of the palms 
and soles since boyhood. His sweating continues during the night, although it is 
less in amount than during the day. His palms are continually moist. The sweat 
is cold to the touch. 

Local treatment has been with aluminum chloride, 25 per cent solution, and 
roentgen rays. His sweating has not been lessened, and his disease has proved 
obstinate to all therapy. Additional therapeutic suggestions would be appreciated. 


DISCUSSION 


Dr. Paut O’Leary, Rochester, Minn.: When dyshidrosis is severe enough to 
interfere with the patient’s earning a living a sympathectomy should be considered. 


Dr. M. R. Caro: I have been told by psychiatrists of several cases of extreme 
hyperhidrosis that were amenable to treatment by psychoanalysis. I would suggest 
that, before any radical surgical procedure is carried out, the patient be referred 
to a psychiatrist for study. 


Marcus R. Caro, M.D., President 


Leonard F. Weber, M.D., Secretary 
Nov. 20, 1946 


Madura Foot in an American Negro from Tennessee. Presented by Dr. 
M. H. Ebert and (by invitation) Dr. J. GRAFFIN. 


Systemic Actinomycosis. Presented by Dr. Francis E. Senear and Starr. 


L. C., a white man aged 35, is a patient in the Department of Surgery, Uni- 
versity of Illinois Research and Educational Hospital, admitted with a diagnosis 
of chronic empyema. There was a history of pulmonary symptoms and weight 
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loss since April 1945. Rib resection had been performed for drainage of an empyema, 
following which a perinephritic abscess and an inflammatory mass developed in 
the right lower quadrant of the abdomen and required operation. His condition 
has become progressively worse in spite of surgical treatment, sulfonamide drug 
therapy, large doses of penicillin and roentgen therapy. A diagnosis of actino- 
mycosis was made on October 24. There are fistulas draining clear glairy serous 
fluid at the site of the operative scars in the chest and abdomen. Sulfur granules 
are visible in the expressed pus. 
DISCUSSION 


Dr. IRENE NEUHAUSER: I understand that there are about thirty-two different 
types of aerobic Actinomyces bovus which occasionally cause Madura foot. 

Dr. STEPHEN RotHMAN: As I understand from the British literature, all 
cases of Madura foot are caused by Actinomyces. Madura foot in India is so 
common because the people all go barefooted. 

Dr. IRENE NEUHAUSER: Most of the malignant types are caused by asteroids, 
but in most of them there is secondary involvement. The bovus type of Actinomyces 
is the most malignant. 


A Case for Diagnosis (Pityriasis Rubra Pilaris?). Presented by Dr. Davin 
V. OmENs and (by invitation) Dr. Harotp D. Omens and Dr. J. GRaFFIN. 


DISCUSSION 


Dr. J. F. Mappen, St. Paul: I did not believe that this was pityriasis rubra 
pilaris. There were 2 cases when I was at the University Hospital at Ann Arbor, 
Mich., and Dr. Wile stressed the point that when pityriasis rubra pilaris occurred 
in the scalp it was particularly purulent and extended down in a mask over the 
neck. It did not show the discrete lesions that are present in this case. Other 
men have stressed the presence of lesions on the fingers which this boy did not 
have. It would be a good thing to discuss this case with the one of congenital 
ichthyosiform erythroderma shown from the University of Illinois, because it will 
bear out the point which I have made. The man from Illinois did not have scalp 
lesions. If he did, one might have thought it was pityriasis rubra pilaris. I think 
that the first case is probably one of psoriasis, but I did not see the slide. 


Cutaneous Horn of the Scalp, 5 Cm. in Length. Presented by Dr. THEopoRE 
CorBNLEET and (by invitation) Dr. D. Conen and Dr. J. GRAFFIN. 


Localized Myxedema. Presented by Dr. M. H. Expert and (by invitation) Dr. 
N. L. BaKer. 


M. C., 20 year old Negro woman, a factory worker, had exophthalmic goiter 
in 1944. In August 1945, a partial thyroidectomy was performed, but the symp- 
toms of thyrotoxicosis did not abate. Six months ago, painless swellings, which 
itch occasionally, appeared on the legs. 

The blood pressure was 160 systolic and 100 diastolic, and the pulse rate ranged 
from 80 to 120. Mild weakness of the extensor muscles of the thighs was found. 
There was moderate exophthalmos, and a thyroidectomy scar with slight keloid 
formation was present. The thyroid was enlarged, the right lobe measuring 
approximately 8 by 5 cm. and the left 5 by 5 cm. On the anterior and lateral 
aspects of both legs in the lower half there were irregular, firm, moderately elevated 
plaques measuring up to 5 by 5 cm. The skin over these was pigmented and the 
follicles were dilated, giving the appearance of pigskin. 
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The hemogram and urine were normal. The Kahn reaction of the blood was 
negative. The total blood protein was 7.2 Gm. and cholesterol 245 mg. per hundred 
cubic centimeters, with 75 per cent cholesterol esters. The blood chlorides were 
normal and the nonprotein nitrogen 28 mg. per hundred cubic centimeters. The 
basal metabolic rate was +45 per cent on admission and is now +24 per cent 
after nine days of treatment with thiouracil. 


DISCUSSION 


Dr. Freperick R. Scumipt: Two years ago I presented a case of localized 
myxedema before the society. At that time I said that I did not think the term 
localized myxedema was a very apt one. As O’Leary and others showed several 
years ago, the term solid edema of the legs fits the disorder better. The word 
myxedema connotes a hypothyroid condition which is not the case, and treatment 
with thyroid or iodine does not improve the symptoms. 

Dr. STEPHEN ROTHMAN: The word myxedema is very confusing, because 
this lesion is definitely not a manifestation of hyperthyroidism. We know today 
that this lesion occurs only in hypothyroid persons. It does net clear up with the 
clearing of the thyrotoxicosis. Exophthalmos is a sign which cannot be eradicated 
by thyroidectomy. I have seen patients with more exophthalmos after than before 
thyroidectomy. It is something which has to do with hyperthyroidism but is not 
a direct consequence of it; it probably has something to do with the pituitary 
gland. 

Dr. Francis E. Senear: I think that if the name is changed it would be 
inadvisable to call it solid edema, a name which already belongs to another type 
of disease. 

Dr. M. H. Expert: In a recent issue of the British Journal of Dermatology, 
there is a report of a young soldier who- had atypical thyrotoxicosis. In just two 
or three pages the author gives about as good a discussion of the disorder as I 
have ever read. He discusses, particularly, the terminology. The name he adopts 
is myxedema circumscripta thyrotoxica. It is a circumscribed myxedematous 
condition which occurs invariably in cases of thyrotoxicosis. 

It is well known that the pituitary may be associated with myxedematous 
degeneration. He states that thiouracil seems to act on the pituitary; 1 or 2 
patients with severe disease were treated without effect, and consequently one 
cannot blame the pituitary entirely. In England, Dunhill reported a number of 
cases, in 1 of which there was some operative work done on the pituitary without 
any effect on the myxedema thyrotoxica. I think that more work must be done 
before we understand the potentialities of the disease. 


Sarcoidosis. Presented by Dr. Hersert RATTNER and (by invitation) Dr. H. 
Ropin and Dr. N. L. BAKER. 


Boeck’s Sarcoid. Presented by Dr. Davm V. Omens and (by invitation) Dr. 
H. D. Omens and Dr. N. L. Baker 


Lupus Miliaris Disseminatus Faciei. Presented by Dr. Otiver S, Ormssy. 

The patient, Mr. D. G., was shown before this society at its December 1945 
meeting. A description of the lesions with the history can be seen in the trans- 
actions published in THe ArcHIVES. 








SOCIETY TRANSACTIONS—CHICAGO 


DISCUSSION 


Dr. H. E. MicHetson, Minneapolis: The opportunity is offered to compare 
the 2 Negro patients and try to decide whether they have the same disease. The 
first patient said that she was entirely well and able to carry on her duties in the 
usual fashion. The tuberculin reaction was positive with 1: 100 dilution. I think 
that one could accept that particular case as one of sarcoidosis. The second patient 
was ill, fatigued very easily and was unable to carry on her work except with 
effort. There were a number of papules on the skin, and the vermilion border 
of the lip was involved. Many changes were seen in the lungs. The tuberculin 
reaction was negative. The glands were very much enlarged. 

Does this disease in Negroes belong in the sarcoid group, and how can one 
prove it? Workers in New York seem to think that every patient such as the sec- 
ond one may have tuberculosis. In this case I suggest the Charpey treatment, 
which can be given with impunity. 

The case presented by Dr. Ormsby is a good one with which to compare the 
last case. 


Exfoliative Dermatitis (Lipomelanotic Reticulosis?). Presented by Dr. 
HERBERT RATTNER and (by invitation) Dr. H. Ropin and Dr. J. GraFFIn. 


Mr. P. T., aged 67, a Syrian, who had always before enjoyed good health 
without any disease of the skin, had an infected foot in March 1946. After several 
days of treatment at home, he entered the Cook County Hospital with cellulitis of 
the right foot, dermatitis of both legs, bilateral lymphangitis and lymphadenitis, 
with several sinuses on both thighs from which drained purulent material. In 
three weeks, when the infection had subsided, the patient left the hospital, although 
he still had acute dermatitis of the legs. He returned in ten days with generalized 
exfoliative dermatitis with intense pruritus. 

The color of the skin has since changed from bright red to deep dark brown. 
The patient has lost 35 pounds (16 Kg.) in weight and continues to have severe 
pruritus and chilliness, which usually can be relieved by adequate doses of diphen- 
hydramine hydrochloride. 

There is now generalized exfoliative dermatitis ; the skin is dark reddish brown, 
and there is generalized lymphadenopathy, but the liver and spleen are not palpable. 
The blood pressure is 94 systolic and 50 diastolic; the temperature is normal, and 
the cardiac examination shows no abnormality. The urine is normal, and the Kahn 
reaction of the blood is negative. The blood is normal except for 8 per cent 
eosinophils. 

Sternal puncture revealed a shift to the left in granulopoiesis, with an increase 
in eosinophils but no changes of diagnostic importance. Roentgenograms of the 
chest and sella turcica showed no abnormalities. The electrocardiogram showed 
evidence of anterior myocardial infarction. The. fasting glucose level was 60 mg. 
per hundred cubic centimeters with a normal sugar tolerance curve. The basal meta- 
bolic rate was +22 per cent. Chemical examination of the blood showed total 
protein 6.2 Gm. per hundred cubic centiméters, with a normal albumin-globulin 
ratio, blood serum 135 mg. per liter (138 to 148), potassium 26.4 mg. (17 to 22) per 
hundred cubic centimeters and nonprotein nitrogen 37 mg. per hundred cubic 
centimeters. 

Histologic sections of the skin and lymph node are presented. 


DISCUSSION 


Dr. S. W. Becker: This man obviously has had and still has exfoliative 
dermatitis. The sections show a pronounced superficial perivascular infiltrate and 
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a number of cells containing melanin. These are the cells which give the grayish 
cast to the skin. The melanin is absorbed and carried to the lymph nodes. Whether 
the name given to the condition is justified is open to question. The patient's 
outcome will depend on the nature of the exfoliative dermatitis. If he has 
leukemia or any of the lymphoblastomas the outcome is not favorable. The 
cutaneous picture is the same as it would be if it were exfoliative dermatitis. 

Dr. Epwarp A. Otiver: I presented a case with that diagnosis about a year 
ago, and some of the members scoffed at the name lipomelanotic reticulosis. When 
Poitreau described it, he said that it was a peculiar pathologic condition existing 
in generalized eczema and generalized dermatitis, and occasionally (in 4 or 5 of 
his cases) with mycosis fungoides. Mycosis fungoides developed in the boy we saw 
in three months, and he died. I think that the diagnosis at autopsy was Hodgkin’s 
disease, but I am not sure. 

Dr. S. M. Biuerars: The histologic picture of the lymph node would fit in 
with what Poitreau described as lipomelanotic reticulosis. What is the eventual 
development in these cases? Although Poitreau saw the disease in only 11 cases, 
he stated that it was a benign cutaneous disease. In a later report he stated that 
mycosis fungoides had developed in his cases. Mycosis fungoides developed in Dr. 
Oliver’s case, so that apparently the disease is not entirely benign. I think that 
this should be considered a new cutaneous disease divorced from pityriasis rubra 
pilaris. Haber classified it as a precursor to mycosis fungoides. Since in some of 
these cases mycosis fungoides does develop, which is a form of lymphosarcoma, | 
think that there is a definite relationship betwen Simons’ disease and lipomelanotic 
disease of Poitreau. 

Dr. HERBERT RATTNER: We presented this case because we knew that there 
was some discussion among pathologists as to whether the disease was an entity. 
It is interesting that Robb-Smith changed his opinion recently and has stated the 
belief that it is an entity. 


Acute Disseminated Lupus Erythematosus. Presented by Dr. Herpert 
RATTNER and (by invitation) Dr. H. Roprn and Dr. N. L. Baker. 


E. N., a 39 year old white woman, had influenza in December 1945, which was 
treated with one of the sulfonamide drugs. Within a few days there developed 
the picture of acute disseminated lupus erythematosus, with involvement of the 
face, scalp, neck, trunk and extremities, and a temperature of 103 F. 


DISCUSSION 


Dr. Francis W. Lyncu, St. Paul: I would like to comment on the admin- 
istration of sulfonamide drugs. This patient had an illness for which she was 
given a sulfonamide drug, and in a few days the dermatologic picture of lupus 
erythematosus developed. We are all familiar with the work of the British authors 
reported a few years ago when the sulfonamide drugs came into use and were 
tried in lupus erythematosus. It was pointed out that sensitivity to sulfonamide 
drugs is present in such cases. 

I should like to add another case of a patient with acute rheumatic fever to 
whom penicillin was given without effect. The medicament was changed to one 
of the sulfonamide drugs, and immediately thereafter the patient’s condition changed 
and there was a sudden outbreak of acute nondisseminated lupus erythematosus. 
Death occurred a few days later, even though the administration of the sulfonamide 
drug was stopped. One should give more thought to the relationship between the 
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administration of the sulfonamide drugs and this disorder. Most of us have given 
up the use of these drugs in this disease. 

Dr. ApoLPH ROSTENBERG JR. (by invitation): In the main I think that Dr. 
Lynch’s remarks should be phrased differently. I do not believe that there is any 
relationship between administration of sulfonamide drugs an@ lupus. I think it 
more accurate that in any toxic process there is more likely to be a sensitivity in 
toxic persons. The sensitivity does not result only to sulfonamide drugs, such 
persons will react to any agent. 

Dr. Francis W. Lyncu: I do not agree. I meant to convey the idea that 
the relationship is more specific than Dr. Rostenberg pointed out. 

Dr. A. H. SLepyan (by invitation): I had occasion to observe a great deal 
of sensitization to sulfonamide drugs during the war. In a group of inductees who 
were given sulfonamide drugs, my co-workers and I found that in 25 per cent there 
developed a rash which we were able to prove was due to the sulfonamide drugs. 
I think that this is in accord with Dr. Rostenberg’s remarks. 

Dr. STEPHEN ROTHMAN: I would like to support the idea that sulfonamide 
drugs have a specific action. Penicillin did not seem to produce sensitization in 
the cases in which I saw it given. 


Generalized Herpes Zoster Associated with Lymphatic Leukemia. Pre- 
sented by Dr. T. CornsBLeet and (by invitation) Dr. D. CoHEeNn and Dr. 
N. L. BAKER. 


Circumscribed Scleroderma (en Coupe de Sabre). Presented by Dr. M. H. 
EBERT. 


Morphea and Cutis Hyperelastica. Presented by Dr. STEPHEN ROTHMAN and 
(by invitation) Dr. A. L. SHaprro’and Dr. E. Lapen. 


Morphea. Presented by Dr. StePHEN ROTHMAN and (by invitation) Dr. HELEN 
KrySa. 


D. S., a 29 year old white housewife, in September 1945 reported with a hard 
lump in the right breast of one year’s duration. 

On physical examination, a cutaneous-subcutaneous mass, 4 by 5 cm., was felt 
in the right breast. A biopsy of this mass was made and the histologic examination 
revealed chronic inflammation. 

The present lesion originated at the site from which the biopsy specimen was 
taken and has spread from there around the nipple in both directions. There is a 
lesion of the right breast surrounding the nipple in a half-moon shape; it consists of 
an indurated plaque with yellow discoloration and atrophic surface. In most places 
it is surrounded by a lilac ring. A section of the skin shows fibrosis and homogeni- 
zation of collagen in the papillary and subpapillary layers. Routine laboratory 
tests did not reveal any pathologic changes. 


DISCUSSION 


Dr. Ortver S. Ormssy: Morphea is a disease that terminates in a certain 
amount of atrophy. It should not be treated with roentgen rays or radium. When 
atrophy occurs, it is often attributed to the administration of roentgen rays or 
radium. I have seen 2 or 3 patients with morphea on the breast which was diagnosed 
as carcinoma by the surgeon and operation performed. Morphea is not uncommon, 
does not amount to much or cause any particular harm, and it does not matter 
what treatment is used except roentgen rays and radium. The saber blade type of 
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morphea is not uncommon. One end becomes broader and goes up, often to the 
back of the scalp, and the skin in that location is very white. It has the same 
course as ordinary localized scleroderma. 

Dr. STEPHEN RotHMAN: The interesting point in the history of the woman 
with morphea is th&t it started after the mass was removed, which was not sclero- 
derma but a subcutaneous mass. In comparing the disease in the 2 cases with the 
bandlike scleroderma, I feel that these are different entities, that the bandlike 
scleroderma starts early in life and is more or less progressive, whereas typical 
morphea is a connective tissue formation, mostly starting in adult life, with the 
number of lesions increasing and becoming larger. 


A Case for Diagnosis (Cribriform Lesions of the Hands). Presented by 
Dr. M. H. Eperr. 


Panarteritis. Presented by Dr. Epwarp A. Otiver and Associates from Hines 
Hospital. 


D. R., a white man aged 19, stated that in April 1945 he noted painful swellings 
of the legs, chest and arms. Successive crops of red lesions would occur, the old 
lesions remaining present. The nodules kept increasing in number and were tender 
and swollen. They were more painful when he was ambulatory; he believes that 
cold weather aggravated the symptoms. 

Physical examination reveals areas of a mottled, purplish blue eruption on the 
anterior aspects of the left side of the chest, extensor aspects of both arms, flexural 
aspects of both thighs, especially the right, all aspects of both legs and on the 
dorsum and sides of both feet. Numerous subcutaneous nodules of various sizes 
are palpable in these areas, some of which are painful to pressure. The skin of 
both legs, especially the right, is tense and*somewhat indurated. 

The histologic examination of a section removed revealed an inflammatory 
process which involved all the arterioles and some of the veins. In some instances 
the process is characterized by panarteritis, in which all layers are involved. The 
cells of the infiltrate are lymphocytes, monocytes and occasional polymorphonuclear 
leukocytes and eosinophils. One of the larger arterioles is thickened almost to the 
point of obstruction, with evidence of thrombosis, Practically all the vessel walls 
show some degree of thickening and varying degrees of infiltration. In some 
vessels the infiltrate is definitely perivascular and involves the surrounding fat and 
connective tissue. There are suggestive hyaline changes in the walls in some 


instances. 


Periarteritis Nodosa. Presented by Dr. Otiver S. Ormssy. 


Mrs. A. C. C., aged 22, had her disorder for eleven months. There has been 
a mild degree of anemia since the onset of menstruation. Rheumatic fever occurred 
at the eighth or ninth year and lasted for several months. The present trouble 
started in February 1946. The examination of the blood made by Dr. Pernokis 
last July showed no significant changes. The general examination of the chest, 
colon and stomach revealed no pathologic changes. The heart was normal.‘ The 
first cutaneous manifestation consisted of edema on the left leg from ankle to 
knee. This was painless at first, but was accompanied with continuous pain later, 
sharp and shooting in character. Small raised patches developed which were 
sensitive to touch. These gradually became more sharply circumscribed, but would 
subside in about a week, leaving a purplish red area, which is still present. At the 
same time an aching pain, with muscular weakness of shoulders, arms, forearms 
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and hands, appeared. On the left side of the chest there was one small erythe- 
matous patch. In addition, painful nodules have been present on the trunk, back, 
left shoulder and buttocks. No lesions remain on the back. There is a very faint 
pale reddish purple livedo patch on the left side of the chest. There are faint 
purplish, smooth, noninfiltrated patches on each buttock and on the lateral dorsal 
surface of each forearm near the wrist, another small patch on the right leg and 
several on the left leg, with raised small painful nodular lesions on the right leg. 
There is a biopsy scar on the left leg. 

Tissues sent by Dr. H. R. Prentice to Dr. C. V. Weller, Professor of Pathology, 
University of Michigan, showed slight muscle fiber degeneration and moderate 
interstitial fibrosis. Small vessels are thick-walled, and some appear occluded 
with proliferative endothelial reaction. The stroma is increased between the 
muscle bundles. The lesions are primarily vascular and are seen in various stages 
from necrosis of the walls to complete obliteration by organization. These changes 
are compatible with periarteritis nodosa. 


DISCUSSION 


Dr. M. H. Expert: I presume that panarteritis means periarteritis. This was 
so extensive that it might be called panarteritis. The only point I want to call 
attention to was present in both cases. It was quite evident in the young man, 
but less so in the young woman. These were the lesions on the left side of the 
chest. There was an area that would correspond to livedo reticularis due to inter- 
ruption of the circulation. In this case it was due to narrowing or complete closure 
of the arteries that supply the area. A similar picture occurs with injection of a 
bismuth preparation into an artery, but there it is more advanced and results 
in necrosis. 

Dr. Harotp SHELLOwW (by invitation): I saw 2 cases of periarteritis nodosum 
in an army general hospital during a pathologic conference. These cases had 
terminated fatally. The pathologic changes were characteristic in the liver, spleen 
and kidneys. There was nothing unusual in the skin. Overseas I saw a case 
similar to the one presented by Dr. Oliver, in which the man had a rather small 
erythema-nodosum-like eruption which lasted four or five days, underwent involu- 
tion and then recurred. Biopsies were performed, and the pathologic department 
returned a diagnosis compatible with periarteritis nodosum. This man was not 
ill in any sense, and physical examination disclosed nothing except prodromal 
urticaria. In the other 2 cases that had terminated fatally there were no prodromal 
symptoms except rather evanescent urticaria, in one case lasting two days and 
in the other, three days. 

Dr. Epwarp A. OLiver: Our pathologist at Hines Hospital is responsible for 
the name panarteritis; I do not know what it means. Not having seen many cases 
of periarteritis nodosum, I am inclined to think that this is such a case. As Dr. 
Ebert pointed out, the first thing we noticed was the livedo reticularis type of 
skin, more pronounced a few weeks ago than today. One could palpate the indi- 
vidual vessels and could feel the nodose-like lesions, which were very tender and 
painful, over all these vessels. 

Dr. Ottver S. Ormssy: It is a rare disease as far as dermatologic experience 
is concerned, though not so rare otherwise. It is also very serious, at least 90 per 
cent of the patients succumbing to it. When it attacks the internal organs death 
occurs. In the patient shown today the lesions were typical of the nodular type. 
The nodules occur over the blood vessels on the legs, arms and in parts of the 
body. They are very much alike, are very painful and they show no signs of 
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undergoing involution. This patient received penicillin without effect and then 
arsenic without beneficial effect. She was given arsenic together with some vita- 
mins, and in two or three months the eruption had practically cleared up. About 
two or three weeks ago numbness developed in the arm with wrist drop. Her 
physician decided that it was arsenical in origin and stopped the arsenic therapy. 
In a few weeks the eruption recurred. In spite of the fact that she had an arsenic 
reaction, I think that arsenic will again be given. 

Dr. ApotpH RosTENBERG JR. (by invitation): You are all familiar with the 
work of Rich at Johns Hopkins Hospital on the experimental production of 
periarteritis nodosa. It is predicated on a sensitization mechanism. If this is the 
case, and in view of the fact that many of these cases eventuate fatally, it might 
be well to try the new antihistamine drugs. I think that tripelennamine hydro- 
chloride (pyribenzamine®) or diphenhydramine hydrochloride (benadryl®) should be 
given a trial in any case in which a diagnosis of periarteritis nodosum is made. 

Dr. Francis W. Lyncu, St. Paul: I had a case in which that treatment 
failed. 

Dr. Ottver S. Ormssy: This patient had that treatment with no beneficial 
effect. I have been using arsenic in this disease, and I have seen cases that cleared 
up with that treatment when everything else had failed. One can give the Asiatic 
pill (arsenous acid and black pepper) over a long period in large dosage without 
interruption of treatment. We use the pill made by Parke Davis and Company, 
which contains 1/9 grain (7 mg.) of trioxide of arsenic. 


Generalized Telangiectases Following the Use of Pyribenzamine.® Pre- 
sented by Dr. Maurice OppENHEIM (by invitation). 


A. T., a white man aged 53, has a generalized eruption which began on the 
legs. In July 1946 he was treated for a generalized itching cutaneous eruption 
which was diagnosed as urticaria erythematosa chronica and which he had had for 
several months. He was given calcium internally and calcium injections once 
weekly. He applied a lotion containing coal tar solution. With this treatment 
he did not get any relief from the itching. He was then given tripelennamine 
hydrochloride (pyribenzamine®) by mouth, 50 mg. four times daily for seven 
days. This aggravated the eruption, and the patient was referred to me. 

At this time his entire body was covered with morbillous erythema, partially 
coalescent, mostly on the flexor areas, scalp and face. He had an intense itching 
on the entire body. He received calcium gluconate injections every other day 
and locally boric acid, alcohol and talcum. On September 30, two days after I 
saw him, desquamation began to occur all over the body. The itching began to 
subside. On October 7, there appeared all over the body telangiectasia, which 
I first thought were petechia. On pressufe and raising of the arms, they disappeared 
completely. On mild friction or on points of pressure the redness was increased, 
and the scaling disappeared completely. On rubbing the skin vigorously, the super- 
ficial layers of the skin were removed. Leukoplakia was present on the inner 
aspects of both cheeks. The blood and urine were normal. The Kahn reaction of 
the blood was negative. 

Histologic examination of a biopsy showed the epidermis to be normal and 
the papillary layer somewhat flattened. There were many new-formed capillaries, 
some enlarged; there was very little round cell infiltration. 


DISCUSSION 


Dr. FrepertcK R. Scumipt: When I first began to use the antihistamine 
drugs my fears were twofold; first, that they would act on the vascular system and 
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some time produce an irreversible action on the blood vessels and that there would 
be a permanent dilatation of the blood vessels. This was brought home to me by 
the case of a young woman to whom I gave pyribenzamine.® She immediately 
experienced a scarlatiniform erythema, with extreme itching, and was rather ill 
but recovered. My second fear has not been so well grounded; I thought that 
compounds containing the benzine ring might depress the leukocyte formation. 
That was borne out in a patient at Alexian Brothers Hospital to whom a con- 
siderable amount of benedryl® had been given. The man did not feel well, and 
a routine blood cell count disclosed that the leukocytes were down to 3,000, and 
the differential stain showed that there was not only leukopenia but relative 
neutropenia. 

Dr. Francis W. Lyncu, St. Paul: Several possible diagnoses come to mind 
in this case, but none of them are satisfactory. I wonder whether the case might 
be related in some manner to those described by Parkes Weber as telangiectasia 
mucularis eruptiva perstans. In this case there is more than the telangiectasia ; 
there is an infiltrate, and that was true in Parkes Weber’s cases. The presence 
of urticarial features in this eruption might also be related to the Parkes Weber 
cases. In that group there was a possible relationship to urticaria pigmentosa. 
The distribution of the eruption in his cases was not entirely like that, but most 
of the eruption was on the upper part of the trunk, and that holds true here. We 
should admit that, but bearing in mind that we are discussing morphologically 
the eruption. 

Dr. FrepertcK R. Scumipt: I do not believe that the presence of the infiltrate 
mitigates in any way against a diagnosis of irreversible vascular reaction. 

Dr. Maurice OpPENHEIM (by invitation): I have to correct the diagnosis a 
little bit. This is an annular eruption, like a port-wine nevus with many newly 
formed capillaries. I agree with Dr. Lynch that there are many inflammatory 
symptoms. It was striking to me that there was very little round cell infiltration. 
This is the first time that I have seen such a case. 

The patient cannot raise his hand or arm to his head. If the skin is rubbed, 
hyperemia results. If the skin is squeezed one can remove the epidermis as in 
pemphigus chronicus. 


A Case for Diagnosis (Pigmented Purpuric Lichenoid Dermatitis?). Pre- 
sented by Dr. Francis E. Senear and Starr. 


Scleredema Adultorum. Presented by Dr. H. H. Ropin (by invitation). 


Mrs. C. N., a white woman aged 52, was first seen on Oct. 25, 1946, com- 
plaining of swelling and stiffness of the skin of the face, chest and abdomen. She 
stated that it began six weeks before as a swelling of the neck which obliterated 
the cleavage lines and spread upward to the face and downward to involve the 
entire chest wall, including the upper portion of the abdomen and finally involving 
the arms and forearms. About three weeks prior to the onset of her present 
condition, a sore throat and headache developed which were treated with sul- 
fonamide drugs. This illness lasted only about forty-eight hours. 

Her childhood and medical history was essentially normal. Her surgical history 
revealed a cholecystectomy and appendectomy in 1937, a hemorrhoidectomy in 1940 
and a cystocele repair in 1945. 

The examination revealed nonpigmented, noninflammatory, nonpitting solid 
edema involving the face, neck, trunk, arms and forearms. The cleavage lines 
of the neck and face are obliterated, producing a masklike appearance. There is 





534 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


some limitation of movement of the shoulder joints, as evidenced by moderate 
difficulty in the abduction of the upper extremities. 

Examination of the peripheral blood on November 16, revealed 5,540,000 red 
cells, 8,400 leukocytes and 88 per cent hemoglobin, with a differential count of 
60 per cent polymorphonuclear cells, 2 per cent nonsegmented forms, 58 per cent 
segmented forms, 30 per cent lymphocytes, 2 per cent eosinophils and 8 per cent 
monocytes. ‘The red cells appeared normal. The average cell diameter was 7.4 
microns. The urine was normal except for several white blood cells. The result 
of the Mazzini flocculation test on the blood on November 11 was negative for 
syphilis. 

DISCUSSION 

Dr. STEPHEN RotHMAN: I think that it is a classic case of scleredema. | 
saw 1 case in Berlin, and at that time attention was called to the fact that the 
most pronounced changes were seen in the shoulder. The patient today presented 
the most notable changes around the shoulder. It is evidently due to some 
collagenous changes in the tissues. It comes on after an infectious disease, and 
most of the cases are reported as occurring after a severe influenza. 

Dr. Cart W. Laymon, Minneapolis: I agree with everything Dr. Rothman 
said, but I have a little word of warning. Some of these cases of scleredema last 
from fifteen months to two years. There have been cases reported in which there 
have been as many as three or four recurrences. 


Nevus Acneformis Unilateralis. Presented by Dr. J. H. Mitcuett and Dr. 
R. H. Scutt. 


Nevus Comedonicus Unilateralis. Presented by Dr. S. RorHMAN and (by 
invitation) Dr. S. A. WALKER. 


Melanoma (Eight and One-Half Months Postoperatively). Presented by 
Dr. E. A. OLiver and Dr. S. M. BLuEFARB. 


M. J., a white woman aged 59, was shown at the February 1946 meeting of 
the Chicago Dermatological Society with a diagnosis of melanoma. She had a 
verrucous lesion of three months’ duration, superimposed on a pigmented mole 
of many years’ duration. She was operated on the latter part of February 1946 
and the microscopic sections of the lesion revealed a highly malignant melanoma. 
To date she has shown no signs of recurrence. Microscopic sections and koda- 
chrome® slides are shown. 

DISCUSSION 

Dr. Jonn F. Manpen, St. Paul: In my opinion one cannot make a diagnosis 
of malignant melanoma microscopically. There are many melanomas that are not 
malignant that are diagnosed as malignant melanomas, and that is especially true 
in the young. The younger the person the more inaccurate the diagnosis based on 
microscopic observation. My co-workers and I have in our group any number of 
cases in which a diagnosis of malignant melanoma was made in a child and a 
poor prognosis given to the parents, and the child lived on and on. 

Dr. S. W. Becker: I had the pleasure of attending a conference in New York 
city last week at which the pathologic aspects of atypical and normal pigment 
cells was discussed. Dr. Pack made a point that I never knew before, that 
malignant melanoma never occurs before puberty. There is a period in the 
patient’s life just beyond puberty when melanoma will grow. 
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In the case shown today was a lymph node removed with the tumor? That 
is important. If one removes the tumor and then strips the skin between the 
tumor and the lymph node and then removes the lymph node, the patient has less 
chance of having a recurrence. 

Dr. F. E. Senear: I would like to ask Dr. Becker whether, on the basis of 
Dr. Pack’s statement, one could presuppose that there would never be any danger 
of stimulating the dissemination of the nevus if one removed it before puberty. 

Dr. S. W. Becker: Dr. Pack emphasized, as most surgeons do, that moles 
be excised widely. He recommends that they be removed before puberty, and 
then the child wil? not have a melanoma. The question is far from settled, and 
there are many points that are not understood. 


Dr. M. R. Caro: I have had occasion to go through the sections of pigmented 
moles and nevi with our general pathologist. He feels that there is always danger 
of recurrence in the malignant form. The pathologists all feel that pigmented 
moles are potentially malignant and should be excised widely. 

Dr. E. E. SeNEAR: A few years ago Brues pointed out that in the malignant 
type of nevus he was able to show extension of cells far beyond the pigmentary 
element, and if only the pigmentary element is taken out some of the cellular 
elements are missed. 

Dr. Epwarp A. Otiver: I can tell about a mole by looking at it carefully. 
If it is a black or blue mole and there is any question about it, the lesion should 
be widely excised. Others can be safely treated with the ordinary cautery. 


A Case for Diagnosis (Alopecia Prematura? Cutis Verticis Gyrata?). 
Presented by Dr. S. W. Becker. 


Mrs. C. R., aged 34 years, has noted thinning of the hair, more pronounced on 
the vertex, for ten years. She does not know about her father’s hair, but her 
uncles have had no tendency to baldness. She formerly menstruated once yearly, 
but later, after treatment, she menstruated every seven weeks. She has a clearcut 
history of tetany, evidently of the idiopathic variety, and the blood calcium (7 mg. 
per hundred cubic centimeters) and blood phosphorus (8 mg. per hundred cubic 
centimeters) corroborate this diagnosis. The basal metabolism test showed no 
abnormality. There was some slight suggestion of hair distribution of the male 
type. Because of redundance of the scalp on the vertex, which suggested latent 
cutis verticis gyrata, a roentgenogram of the sella turcica was made, which showed 
no abnormalities. She presented fairly normal scalp hair on the periphery, but 
distinctly shortened hair over the vertex. The shortest hairs were about % to 1 
inch (1.3 to 2.5 cm.) long, and in no place had they been replaced by downy hairs, 
as in the usual premature variety of male baldness. Microscopic examination of 
hairs showed slight hyperkeratosis about the hair root, which was small, but no 
evidence of fungous infection. The scalp over the vertex was thickened and more 
freely movable than on the periphery. The patient is now receiving systemic 
treatment with vitamin D and calcium. 


DISCUSSION 


Dr. STEPHEN RorHMAN: This type of alopecia is unusual because the maximum 
baldness is on the vertex. The patient has had difficulty with menstruation from 
early youth, menstruating only once a year or so. After eleven years of married 
life she became pregnant and delivered a baby. I think that there is some serious 
imbalance in this woman’s sex organs. She has a general hypertrichosis; she has 
a definite moustache. The question is: Is there a pathologic change in the 
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adrenal cortex or should one assume that the adrenal cortex secretes more male 
sex hormone than is normal? 


Juvenile Xanthoma. Presented by Dr. Otiver S. Ormssy and Dr. MicHaei 
H. Esert. 


Multiple Epithelial Cysts. Presented by Dr. S. RoruMan and (by invitation) 
Dr. S. A. WALKER. 


Congenital Ichthyosiform Erythroderma. Presented by Dr. F. E. Sencar 
and Starr. . 


T. C., a white man aged 25 years, has been a patient in the Department of 
Dermatology, University of Illinois Research and Educational Hospital, since 
March 1939. Cutaneous changes and absence of sweating, except on the palms 
and soles, have been present since birth. The skin of the entire body is decidedly 
erythematous, and there is thick heaped-up yellow scaling, particularly over the 
joints and on both flexor and extensor surfaces. The midline of the body and 
the face are relatively free of scale, and the face has a greasy varnished appear- 
ance. There is bilateral ectropion, more noticeable on the right. Laboratory 
studies revealed nothing significant. The basal metabolic rate was +5 per cent. 

A roentgenogram of the skull showed a normal sella turcica, and results of 
routine studies of the blood and urine were normal. 

There was no sweat response to pilocarpine, but with thyroid medication tem- 
porary partial clearing of the skin occurred, and the patient reported some perspira- 
tion in the axillas and soles. Thyroid therapy was discontinued because of 
loss of weight. 

Histologic examination of a biopsy specimen from the right arm showed a thick 
parakeratotic scale that was firmly attached to the epidermis, but which was 
separated into several lamellas by bloody crusts. The granular layer was missing. 
The epidermis showed considerable intracellular edema, especially in its upper por- 
tion, and a few mitotic figures. The rete pegs were irregularly elongated, broadened 
and in places fused. The basal layer was intact. The parakeratotic scale extended 
downward as a plug into the follicles. In the corium the sebaceous glands were 
apparently increased, and there was a slight cellular infiltrate just beneath the 
epidermis. 

DISCUSSION 

Dr. Cart W. Laymon, Minneapolis: I do not believe that the name ichthy- 
osiform erythroderma is a good name, because it emphasizes the erythema. It is a 
disease with vesiculated ichthyosis. Several men have studied this condition, 
notably Richey and Burns, who feel that it is a part of ichthyosis fetalis. The 
severe type of ichthyosis fetalis ends fatally a few days after birth, but there is 
supposedly a milder type which is called ichthyosis fetalis, which is probably the 
same disease but without generalized ichthyosis. I thought that this was a 
classic example. 

Dr. STEPHEN RotHMAN: I do not quite agree with Dr. Laymon; I think 
that there is always ichthyosis and that erythema is always present. I agree that 
it is the same type of genetic anomaly as ichthyosis fetalis. It is extremely impor- 
tant to differentiate it from ichthyosis fetalis, which is an entirely different disease 
in all respects, this being a highly recessive mendelian dominant and the other an 
irregular dominant. There are histologic differences between the two. The 
erythroderma really comes out in those cases and in the cases in which the condi- 
tion is not fully developed. Sometimes it is difficult to make a diagnosis. I had 
a patient who was treated for some allergic condition over a period of three or 
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four years and was on a very restricted diet. I found a family history of ichthyosi- 
form erythroderma congenitum. I mention that to point out that the inflammatory 
changes are symptomless. 

Dr. F. E. SENEAR: The extreme amount of keratosis which this patient shows 
is a recent development. When we saw him originally he had a very erythematous 
face, with a varnished bar look and with an ectropion. During the past few years 
we have not seen him. He reported a week or so ago showing this pronounced 
keratotic element. 


Marcus R. Caro, M.D., President 


Leonard F. Weber, M.D., Secretary 
Dec. 18, 1946 


Mycosis Fungoides. Presented by Dr. M. H. Esert and (by invitation) 
Dr. J. GRAFFIN. 


A Questionable Case of Lupus Vulgaris Treated with the Charpy Method. 
Presented by Dr. M. H. Esert and (by invitation) Dr. N. L. BAKER. 


A. S., an 11 year old Negro boy, was presented before this sociéty in October 
1946; the diagnosis of lupus vulgaris was accepted, although biopsy specimens were 
not typical of tuberculosis. Granulomatous tumors have been present on the nose 
and in the nose for the past nine months; for the past six months similar lesions 
have been present on the upper lip. On the soft and hard palates there had been 
four translucent bodies, 5 mm. in diameter. He was treated with penicillin intra- 
muscularly and sulfadiazine and various wet packs and ointments, but the condition 
steadily progressed. Since Oct. 19, 1946, he has been receiving ertron® (irradiated 
ergosterol) 50,000 unit capsules twice daily. Improvement was first noted 
November 7, nineteen days after this treatment was begun. The granulomatous 
enlargement of the nose has disappeared; there is slight destruction of the tip 
of the nose and the alae, with atrophy of the epidermis and slight crusting at 
the sites from which the biopsy specimens were taken. 


DISCUSSION 


Dr. STEPHEN RotrHMAN: I did not believe that a diagnosis of lupus vulgaris 
could be made. My co-workers and I treated 2 women with the Charpy method, 
and both are getting along remarkably well. We are doing studies of calcium 
content and chemical content of the blood. There is a tremendous absorption of 
the infiltrate due to this treatment. 

Dr. C. W. Frynerup: It was my impression that at the October meeting 
we were well agreed clinically that the disease was lupus vulgaris. If I am 
not mistaken, the section is the same as shown at that time. It shows nothing 
except a proliferation of the epithelial cells in a small area. From the results 
of the treatment I must say that this boy is very fortunate. His skin looks 
entirely different now than it did a couple of months ago. It is also probable that 
other conditions may respond to the Charpy treatment. I still think that this is 
lupus vulgaris, in spite of the fact that it cannot be verified histologically. 

Dr. M. H. Exert: Clinically this is a typical case of lupus vulgaris. We 
must evaluate the Charpy treatment on the basis of the clinical results, and they 
have been marvelous in this case. 


Sarcoidosis? (Tuberculosis?) of the Skin in a Negro Woman. Presented 
by Dr. T. Cornsieet and (by invitation) Dr. H. SHorr and Dr. N. L. Baker. 
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DISCUSSION 


Dr. ARNE Kiem, Oslo, Norway: The term sarcoidosis is new to me. 
I always called it Boeck’s sarcoid. Boeck was the first one to gi@e a description 
of this sickness, and I think that his name should be kept. The diagnosis is not 
easy. A countryman of mine has discovered a new test, the so-called Kveim test. 
It is like the Ducrey test and easy to make. A papule results, like the sickness 
itself, which comes after weeks, sometimes two or three months, and sometimes 
later. I hope that you will work with this test and try to find out whether you 
are of the same opinion as Dr. Kveim. 

Dr. M. H. Esert: That brings up the question of the relationship of what 
is called sarcoidosis and tuberculosis. I do not believe that there is any question 
that the lesions on the face are clinically sarcoid. The type of sarcoid seen in 
the Negro consists of small papules, almost all on the nose but sometimes on 
the eyelids and on the back of the neck. In the classic case the tuberculin 
reaction is negative and the histologic picture is that of sarcoid. This is the 
case here. If it was originally sarcoid something has happened to the patient's 
response to tuberculin, because the tuberculin reaction is positive instead of 
negative. Active tuberculosis is present in the bones of the leg, and the tubercle 
bacilli were recovered from the sinus tract. Looking at the section, the major 
portion looked like a lymphocytic infiltrate. I do not know from what area 
the biopsy specimen was taken. In the section there was a small crust. One 
would expect to see that in true sarcoid. It may be that since the reaction of 
the patient has changed, the histologic picture of the lesion has changed in the 
meantime. 

It is still a question whether sarcoid is of tuberculous origin. Sarcoid structure 


is not specific for any one disease. Structure of that type occurs in tuberculosis 
and in syphilis. I personally think that this is sarcoid. I am of the opinion that 
the sarcoid seen in the Negro is tuberculous in origin. In this instance the 
response changed and the reactions changed, so that the patient now has a 
positive tuberculin reaction and her old tuberculosis has been activated. 


Dr. THEODORE CORNBLEET: The patient has had tuberculosis of the bones 
for some time. The changes shown here could be accepted by those favoring 
tuberculosis as the cause of sarcuid and by those on the other side. Here is a 
woman with a frank tuberculosis of the bone, and yet she has what clinically looks 
like an ordinary case of sarcoidosis of the face. This woman has a high degree 
of sensitivity to tuberculin, something which we have seen before in sarcoidosis, 
especially in Negroes. Perhaps we will take more biopsy specimens from the 
facial lesions to see whether there are any further changes from a_ sarcoid 
picture to that of frank tuberculosis. 


Malignant Melanoma with Generalized Metastasis and Changes of the 
Central Nervous System. Presented by Dr. T. CorNneieet and (by invita- 
tion) Dr. D. Conen and Dr. J. GraFFIn. 


Papulonecrotic Tuberculid. Presented by Dr. M. Eserr. 


Ulerythema Pyogenicum. Presented by Dr. Davin V. OmENs and (by invita- 
tion) Dr. Harotp D. OmMeENs. 


A Case for Diagnosis (Possible Bizarre Residuals of Secondarily Infected 
Seborrheic Dermatitis; Lupus Erythematosus?). Presented by Dr. 
F. E. SENeEAR and Starr. 
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Parapsoriasis en Plaques (Brocq). Presented by Dr. Davin V. OMENs and 
(by invitation) Dr. Harotp D. OMENs. 


B. L., a 15 year old boy, presents a generalized eruption on the body, less 
pronounced on the extremities, of variable-sized dark red scaling patches, with 
mild infiltration of the involved skin, some of which have coalesced to involve 
large areas. This condition is of five years’ duration or more, with no subjective 
sensations. The family history is noncontributory. The boy is an only child, 
and there is no history of cutaneous disturbance in the parents. 

The Kahn reaction of the blood was negative. No fungi were found on 
examination of the scrapings. Histologic examination revealed a disorganization 
of the stratum corneum with parakeratosis. The stratum granulosum for the 
most part was indistinct or absent; there was pronounced acanthosis with inter- 
cellular and intracellular edema and liquefaction degeneration of the basal layer; 
the corium was edematous throughout with dilatation of the lymph and blood 
vessels with a cellular infiltrate which was perivascular, composed of lymphocytes 
and some leukocytes and extending into the papillae. 


DISCUSSION 


Dr. F. E. Senear: I thought that this was an interesting picture but not 
too easily classified. I thought of the possibility of parakeratosis variegata or 
parapsoriasis lichenoides rather than the en plaque type. The lesions were 
made up of narrow, diffuse erythematous, very slightly raised patches, with none 
of the papular element of the lichenoid type. I do not recall seeing parapsoriasis 
of the en plaque type with so much confluence as on the abdominal wall and on 
the flanks. With this extensive involvement, it seems to me that the infiltrate was 
more than is usually seen in parapsoriasis of the en plaque type. The history 
of absence of symptoms and response of the eruption to therapeutic measures 
would fit in well with the diagnosis of the en plaque type of parapsoriasis. I 
cannot think of any alternative diagnosis. Dr. Caro said that the histologic picture 
was not a good one for parapsoriasis, and yet, as I recall the writings on the 
histologic changes of that particular disorder, it was evident that the diagnosis 
could not be made with microscopic study alone. I think that clinically the 
disease belongs in that group. I did not regard the eruption on the right hand, 
consisting of one definitely annular lesicn and eight or ten smaller papules, as 
being part of the picture. Some of these papules were distinctly brownish. I felt 
that this was early lichen planus. I think, also, that the lack of involvement of 
the extremities in this case is a point against the en plaque type of parapsoriasis, 
because ordinarily one sees considerable involvement of the lower extremities. 
Here, it stopped sharply at the lower part of the thighs. 

Dr. M. R. Caro: The histologic features of parapsoriasis en plaque are not 
characteristic, and the diagnosis cannot always be made on the basis of the slide 
alone, 

Dr. CLarK W. FINNERUD: I did not see the section. Although clinically I 
could not diagnose the disease as parapsoriasis, I could not make a definite 
diagnosis either. I though that possibly the lesion of the hand, in spite of the 
short duration, might be related to the body eruption, in that I have seen, 
particularly in Negroes, patches of diffuse scaling dermatitis with much infiltra- 
tion in which fungi have been found. I think that the skin should be carefully 
studied for fungi. My impression also was that the blood should be carefully 
studied. This may be a slow oncoming manifestation of one of the lympho- 
blastomas. 
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Lichen Sclerosus et Atrophicus. Presented by Dr. F. E. Senear and Srarr, 


DISCUSSION 


Dr. Oxtver S. Ormssy: Clinically this is almost a classic case. I have been 
interested in these cases for many years because I had the privilege of publicizing 
this disease in this country. Previous to 1912 this type of disorder had never 
been described in America. It had been described abroad, but not under this 
title. There were a group of three or four types of conditions that had been 
reported under the title of “white spot disease.” That was the title that was 
used for all these lesions with white sputs, including this disease. At the time 
I worked on it I reported 6 cases under the title “Lichen Planus Sclerosus et 
Atrophicus.” In the last few years my co-workers and I have omitted “planus,” 
because we felt that it was not a form of lichen planus. At the time we wrote 
the original paper we concluded that the disease in all these cases was of one or two 
types, but occasionally there was a third type. It was either lichen sclerosus or 
morphea. It is difficult sometimes to distinguish between these two disorders. 
They both occur more often around the shoulders, on the back of the shoulders 
and in the low lumbar areas than anywhere else. Occasionally the eruption is more 
extensive. It is often symmetric, but not always. In general, the disease is 
rather restricted in its manifestations. A few groups of lesions occur, and after 
a certain number of years they clear up and leave white atrophic areas. In 1 
of the first classic cases I had, there were white papules, and in each papule there 
were two to five black keratotic plugs. While all the lesions were individual and 
well defined, several of them were in patches. In the patches one could pick out 
the individual white lesions. When a patch of morphea guttata and a patch of 
lichen sclerosus et atrophicus occur, one sometimes has difficulty in distinguishing 
between the two. I saw a patient with these enlarging white spots. After 
about fifteen years she came in with typical morphea on the leg. That puzzled 
me, because I had always claimed that there was no connection between morphea 
guttata and this disease. I still think so, and I think that the morphea developed 
independently on the leg and that it had nothing to do with the woman’s original 
trouble. Once in a while the lesions become rather extensive. 

There is only one other disease to be considered, and that is the disease 
reported by Sahli which is characterized by generalized white papules which 
are flat and which have degrees of whiteness. In lichen sclerosus the white 
papules are whiter than anything that occurs on the skin. They look as 
though whitewash had been spilled on the skin. I saw ome of those cases 
in Dallas, Texas, a few years ago. The histologic changes were different 
than those of lichen sclerosus, and the condition was different. That may have 
been an anomalous case of lichen sclerosus. The lesions are rather superficial 
and never develop into anything else. 

Dr. F. E. SENeAR: I saw this patient for the first time this afternoon. 
Not infrequently in these cases of lichen sclerosus et atrophicus lesions are 
found in the genital region. I saw such a patient recently with involvement 
over the scapula, and, on examination, I found an extensive involvement of the 
vulva and an area about the size of a coffee cup surrounding the anal area. 
If one had seen the anogenital lesion alone, one would have had no hesitancy in 
making a diagnosis of kraurosis vulvae. 


A Case for Diagnosis (Moniliasis Aphthae of the Mouth?). Presented by 
Dr. F. E. SENEAR and Starr. 
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Subacute Disseminated Lupus Erythematosus Treated with Streptomycin. 
Presented by Dr. CLEvELAND J. WuirTe and (by invitation) Dr. Ropert 
C. Ranguist, Dr. Henry S. CAMBRIDGE and Dr. C. A. Novy. 


R. N., a Mexican girl aged 13, was first seen on Nov. 6, 1946, complaining 
of an eruption on the face and forearms and pains in various parts of the body. 
Examination revealed a diffuse erythematous marginated butterfly eruption on 
both sides of the nose, numerous erythematous macules on each cheek and some 
on various areas of both extremities. She complained of malaise, pain in the 
joints and lack of appetite. Her temperature when she was first seen was 
103.6 F. A clinical diagnosis of subacute lupus erythematosus of the dissemi- 
nated type was made, and hospitalization was advised. 

In the hospital, with rest alone, her temperature dropped gradually to 101 F., 
and at the end of two days the pains in the joints had subsided somewhat. At 
this time 1,000,000 units of streptomycin were given daily for ten days. By 
the fifth day the temperature had dropped to 99 F. and thereafter became 
normal and remained so. A soothing lotion was used on the various areas, 
and the eruption started to disappear soon after the administration of the strepto- 
mycin. She was dismissed from the hospital November 27. When last seen, 
on December 10, there was a brownish black discoloration at the site of the 
original butterfly region of the nose. A roentgenogram of the chest was normal. 
The reaction to the Mantoux test was negative. A section was taken from a 
lesion on the right elbow on November 18 and a slide prepared. The parents 
would not give permission for a biopsy at an earlier date. 

When the patient was first admitted to the hospital, her leukocyte count 
was 3,900. It gradually increased, so that on the third day it was 6,000, and 
when she was dismissed from the hospital it was 10,700. The other constituents 
of the blood were normal. The Kahn and Wassermann reactions of the blood 
were negative. The urine showed some albumin on admission, but was entirely 
clear at the time she left the hospital. 

The case is not presented to claim cure due to streptomycin, but to show 
what happened in 1 case in which it was administered. It is hoped that its use 
may abate the more serious developments in such cases. 


DISCUSSION 

Dr. F. E. Senear: I do not wish to be too critical of any type of treat- 
ment that might be available for lupus erythematosus. Dr. Rothman has had 
good results with huge doses of penicillin. My co-workers and I have had 
good results in several cases with penicillin, usually combined with plasma 
or small amounts of blood in transfusion. Dr. O’Leary has discussed their 
therapeutic results, and Dr. Louis Brunsting, in a symposium on therapy, dis- 
cussed the subject; his conclusion was that rest in bed was the only thing 
that was of any avail in this disease. 


Calcinosis Circumscripta with Lupus Erythematosus Disseminata. 
Presented by Dr. F. E. Sengar and Starr. 


DISCUSSION 

Dr. STEPHEN ROTHMAN: It is remarkable that in these cases one never 

finds any abnormality of the blood calcium level. The phosphates and phos- 
phatase are normal. 
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Dr. THEODORE CorNBLEET: In this patient the protein was changed an 
there was an elevation of the albumin-globulin ratio. The feeling is that the 
protein should always be studied when a calcium determination is done. There 
was a change in the sedimentation rate. One can visualize the possibility of 
calcium spilling out in certain places, especially around the ankles and in 
places where the circulation is slow and where it is known that calcium wil! 
precipitate out. 

Dr. STEPHEN RorHMAN: I do not agree with what Dr. Cornbleet said. [| 
understand that this patient has lupus erythematosus, so that it is understandable 
that there is an elevation of the albumin-globulin ratio and a high sedimentation 
rate, but I do not think this explains the calcium deposits. One practically 
never sees calcium deposits due to albumin-globulin shifts or to a high sedi- 
mentation rate. I do not see how this would explain the deposits of calcium 
in the tissues. 

Dr. THEODORE CorNBLEET: I am not explaining the precipitation of calcium 
only on that basis. It is well known that protein has something to do with 
calcium metabolism and that there is a change here. Undoubtedly there are other 
changes. One does not find that there is calcinosis in a patient with elevation 
of the albumin-globulin ratio or in patients with lupus erythematosus. It 
is just one peg on which the whole thing can be hung. 

Dr. M. BRUNNER (by invitation): In reviewing the literature I found that 
there has been no previous description of calcinosis circumscripta occurring in 
association with lupus erythematosus disseminata. 


Favus in a 5 Year Old Child Recently Arrived from Europe. Presented by 
Dr. SaAmMueEL J. ZAKON and (by invitation) Dr. Aaron L. GoLpserc. 


Marcus R. Caro, M.D., President 


Leonard F. Weber, M.D., Secretary 
Jan. 15, 1947 


Extensive Calcinosis of the Chest Wall and Shoulder. Presented by Dr. 
MicHaet H. Esert and (by invitation) Dr. J. GRAFFIN. 


Disseminated Lupus Erythematosus with Ascites and Normal Urine in 
a Negro Woman Aged 47 Years. Presented by Dr. D. V. Omens and 
(by invitation) Dr. Harotp Omens and Dr. J. GRAFFIN. 


Lupus Erythematosus of the Disseminated Discoid Type (Unusually 
Extensive and Destructive). Presented by Dr. F. E. Sengar and Starr. 


A Case for Diagnosis (Lupus Erythematosus of the Eyelid). Presented 
by Dr. P. P. BosweEtt (by invitation). 


Chronic Discoid Lupus Erythematosus?* Presented by Dr. Paut A. 
O’Leary, Dr. Hamitton Montcomery and Dr. Louis A. BrRuNsTING and 
(by invitation) Dr. Rosert R. Krertanp, Rochester, Minn. 


Generalized Lichen Planus with Atrophy. Presented by Dr. THeEoporE 
CoRNBLEET and (by invitation) Dr. D. CoHen and Dr. J. GraFrin. 


*Presented at the meeting of the Minnesota Dermatological Society, Rochester, 
Minn., Sept. 15, 1946. 
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A Case for Diagnosis (Lichen Planus? Lichen Nitidus?). Presented by 
Dr. S. W. BEcKER. 


A Case for Diagnosis. Presented by Dr. THEoporE CorNBLEET and (by invi- 
tation) Dr. H. ScHorr and Dr. N. L. BaKer. 


R. K., a white man aged 25, had measles and severe pertussis as a child. 
At the age-of 12, ulcers appeared on the tonsils. From that time on, ulcers 
appeared on the tip of the tongue, the lips and the pharynx. The lesions begin 
as pinhead-sized white spots, enlarge until they are finger nail size and then 
ulcerate. The entire course is three to six weeks. He thinks that they occur 
at the onset of a cold or during a period when he is “run down.” In December 
1937 the only attack of extraoral lesions occurred. Ulcers appeared on the glans 
penis and the inner aspect of the legs; at the same time lesions were present on 
the vermilion border of the lower lip. In January 1946 a course of 300,000 units 
of penicillin cleared up an attack of ulcers of the mouth. 


The orifice of the mouth is diminished in size by scarring, particularly at the 
angles. There is hypertrophic scarring of the tip of the tongue and the gingival 
aspect of the lips. There is mild pyorrhea alveolaris. On the glans penis there 
are similar scars, and on the inner aspect of the lower third of both legs there are 
dime-sized scars. 


The Kahn reaction of the blood was negative. The urine and blood were 
normal, as was a roentgenogram of the chest. The sedimentation rate was 16 
mm. per hour. 


Periadenitis Mucosa Necrotica Recurrens. Presented by Dr. F. E. SENEAR 
and STAFF. , 


D. S., a white woman aged 52, has been troubled with recurring, painful 
ulcers of the mouth for the past ten and one-half years. The ulcers are preceded 
by small painless nodules beneath the mucosa. On healing of the ulcers, scars 
are formed; in fact, this cicatricial process has been so severe that a narrowing 
of the external opening of the mouth has been produced. 

Smears from the ulcers have shown a few fusiform bacilli, gram-positive 
cocci and gram-positive bacilli but no spirochetes. 

The blood and urine and a roentgenogram of the chest were normal. The 
Kahn reaction of the blood was negative. 

The patient has been treated with crude liver extract, vitamins and repeated 
smallpox vaccinations, but the attacks of ulcerations have recurred. Recently she 
was given paraaminobenzoic acid, 2 Gm. daily, which was later increased to 5 Gm. 
daily. At first we felt that this medication was controlling her attacks, but on 
Jan. 14, 1947, she returned with a new crop of ulcers. 


DISCUSSION 


Dr. Lours A. Brunstinc, Rochester, Minn.: Ulcerated lesions of the mouth 
associated with ulcerated lesions of the genitalia occur more commonly in women 
than in men. They have been called aphthous lesions. Some time ago we were 
interested in the etiology of these lesions, and Dr. E. T. Cedar studied them with 
the idea of identifying them with a virus disease such as herpes simplex. A 
number of other etiologic factors have been considered. Skin tests and elimination 
procedures showed that 1 patient with lesions in the mouth and on the scrotum 
and a history of sensitivity after eczema was sensitive to chicken. I should 
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like to ask Dr. Rostenberg what can be accomplished in these cases by a study 
of the reactive mechanism, call it allergy or what not. 

Dr. ApoLpH ROSTENBERG JR.: I cannot contribute much to the question Dr. 
Brunsting asked. I would suggest that he study the bacteriologic picture and try 
to find a method of making extracts, getting them from the organisms when 
he possibly can. 

Dr. MINNIE PertsteIn: We have seen a group of patients with allergic 
ulcerations in the mouth. One patient reported on by Dr. Wien and myself had 
an ulcerated lesion in the mouth and one on the vulva which were definitely on a 
psychosomatic basis. She was cured by treatment along this line and has remained 
well for twelve years. Three other patients had routine skin testing; one was 
definitely sensitive to oatmeal and the eruption cleared when this was omitted 
from her diet. The other patient was sensitive to coffee and would have a 
recurrence whenever she took coffee. In the third patient the reactions to all 
the skin tests were negative. I saw the patient from the Cook County Hospital 
when she was first admitted. The entire buccal mucosa was ulcerated. She 
improved on receiving heavy doses of vitamin B. I have not seen her for two months 
and did not see her today. We had a man at the clinic who improved when treated 
with vitamin B. 

Dr. JAMEs R. WezBSTER: We must assume that these lesions of the mouth 
have a multiple origin. One patient, a physician, had repeated attacks of adenitis. 
I was unable to do anything for him. He was in charge of a laboratory, and he 
cultured a hemolytic staphylococcus from the lesion. He was treated with the 
sulfonamide compounds, and the periadenitis lesions immediately cleared up. He 
has had no recurrence in four years. There are scars from the previous lesions. 

Dr. Maurice OppENHEIM (by invitation): Dr. Lipschiitz, who studied the 
bacteriologic picture in these cases, did not observe lesions in the mouth. 

Dr. Francis W. Lyncu, St. Paul, Minn.: I should like to make two com- 
ments which may not be of immediate significance. One is the clinical similarity 
of a single lesion to periarteritis nodosa. That fits in with the remarks on allergy. 
Again, one of these lesions has a vascular reactive process which results in a 
superficial necrosis which heals slowly, with scar formation. The second com- 
ment has to do with a patient whom our group will remember, a woman who 
had lesions for many years and was relieved after a febrile illness. Subsequently 
she had a relapse, and we gave her fever therapy, which gave her relief, at least 
more than one would expect from an ordinary fever itself. I do not recommend 
that as a form of treatment for the lesions. 

Dr. THEODORE CORNBLEET: My understanding is that some of the patients 
reported on under the title of Lipschiitz disease did have lesions in the mouth. 
I do not know whether the original author reported them, but subsequent authors 
have been trying to spread out this entire group and have attached such names 
as Behcet’s syndrome and Sutter’s syndrome and recently Reiter’s name has been 
attached to some of them. In this syndrome there are ulcerations together with 
changes in the joints. I like to think that in some of these cases there is a kind 
of Arthus phenomenon. I think the bacteria may be attributed to constitutional 
changes which are out of proportion to the local findings even though they may be 
somewhat severe. 

Dr. F. E. Senear: We are in thorough accord as to the complex etiologic 
factors in these cases. For some time we have made a practice of sending all these 
patients to the department of allergy. In some cases we are able to determine 
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some direct causative agent in the way of foods. In others we have seen, as 
Dr. Perlstein reported, frank improvement after the use of vitamins. 

With regard to the question of lesions in the mouth in association with 
Bacillus crassus lesions of the vulva, we all recognize that that type of patient 
may have lesions of the mouth associated with disease of the vulva. 


A Case for Diagnosis (Halogen Eruption; Granulomatous Lesions of 
the Legs). Presented by Dr. THeropore CorNnsBLeet and (by invitation) 
Dr. D. CoHEN and Dr. N. L. Baker. 


A Case for Diagnosis. Presented by Dr. M. H. Expert and (by invitation) 
Dr. N. L. BAKER. 


J. S., a white man aged 69, was admitted to the Cook County Hospital because 
of hypertension. He had had a bad cold a month ago and was given red tablets 
and a brown liquid medicine by his physician. Three weeks ago he noticed 
painless nodules on the face, arms and legs. 

His blood pressure was 196 systolic and 96 diastolic. There was sclerosis of 
the peripheral arteries and of the retinal arteries. On the face and on the extrem- 
ities there were many superficial and subcutaneous nodules, match head to filbert 
size. In the main they were firm and nontender. A few on the legs were tender 
and fluctuant. On the posterior aspect of both arms there was a chain of sub- 
cutaneous, firm, fixed nodules up to hazelnut size. The posterior cervical lymph- 
nodes were slightly enlarged. 

Thick yellow-green pus was aspirated from two of the fluctuant lesions on the 
legs; no fungi were found in a sodium hydroxide preparation of this material. 
The urine was normal. The Kahn reaction of the blood was negative. There 
were 4,850,000 erythrocytes, a hemoglobin content of 71 per cent and 9,200 
leukocytes, with 66 per cent polymorphonuclear leukocytes, 1 per cent basophils, 
22 per cent lymphocytes, 11 per cent monocytes with poikilocytosis and occasional 
target cells. The nonprotein nitrogen was 36 mg. per hundred cubic centimeters. 
The roentgenogram of the chest revealed a heart with hypertensive contour and 
no enlargement. The Mantoux test (dilution, 1 to 10,000) gave a positive reaction. 

(His physician informed us that the medicines he was taking were amino- 
phylline and digitalis.) 

DISCUSSION 

Dr. JouN F. Mappen, St. Paul, Minn.: The case is most unusual. The 
nodules are pustular in some instances. In spite of the history that some medicine 
had been taken, there is the possibility of a generalized bromide reaction. The 
other possibility is that of reticuloendotheliosis, and the third is a halogen infec- 
tion, with some local focus. I would not offer any diagnosis although I thought of 
those three possibilities. I would lean much more toward the diagnosis of a 
manifestation due to some internal medication. 

Dr. S. W. Becker: The patient exhibits an interesting problem. I was impressed 
by the fact that these lesions appeared cryptic. I wonder if that could constitute 
an abnormal reaction to the bite of a bedbug. Certainly the inflammatory reaction 
and the round cell infiltrate are not enough to suggest leukemia. In tick bites 
there is sometimes a severe round cell infiltrate. I would suggest that the history 
be gone into carefully. 

Dr. Rosert L. Barton, Dubuque, Iowa (by invitation): I was much impressed 
by the chain of nodules that this man had along the surface of both arms. They 
are generalized nodules arranged along a linear distribution subcutaneously. I 
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do not know about the man’s general condition, but one thing that came to min 
was periarteritis nodosa. 

Dr. Francis E. Senear: I had a wild thought, thinking of the type of 
sporotrichosis in France in contrast to the type we see here. I have never seen 
an instance of the generalized type described in the French literature, and that 
occurred to me as something that might be thought of as a possibility. 

Note.—This was later proved to be a case of sporotrichosis by cultures. The 
response to therapy was rapid and complete. 


A Case for Diagnosis (Infectious Dermatitis of the Chest?). Presented by 
Dr. M. H. Eserr and Dr. J. R. Wessrter and (by invitation) Dr. N. L. Baker. 


A Case for Diagnosis (Tuberculous Granulomatous Lesions on the Right 
Leg?). Presented by Dr. Epwarp A. OLIverR and (by invitation) Dr. M. D. 
HARTMAN. 


A Case for Diagnosis (Lupus Erythematosus?). Presented by Dr. CLEVELAND 
J. Wuire. 


Dermatitis Herpetiformis. Presented by Dr. StepHEN RorHMAN and (by 
invitation) Dr. Z. FeLrsHer. 


C. J., a 61 year old white man, was first seen at the University of Chicago 
Clinics on Dec. 31, 1946, because of an intensely pruritic erythematous and 
vesicular eruption, especially of the extremities, shoulders, chest and buttocks, of 
nine months’ duration. 

Examination revealed scattered erythematous, edematous plaques and grouped 
vesicles on an erythematous base at the sites of involvement. 

The laboratory findings were as follows: The urine was normal. The Was- 
sermann and Kahn reactions were negative. The examination of the blood 
showed 4,640,000 erythrocytes, a hemoglobin content of 15.7 Gm. and 5,100 
leukocytes, with 67 per cent polymorphonuclear cells, 24 per cent lymphocytes, 
7 per cent monocytes and 2 per cent eosinophils. 

Patch tests with 30 per cent potassium iodide in petrolatum and with 50 
per cent potassium thiocyanate (equimolecular) in petrolatum showed large 
bullae in twenty-four hours. 

The fact that the reaction to the patch test with potassium thiocyanate is as 
strongly positive as that to the test with potassium iodide indicates that the 
positive iodide reaction in dermatitis herpetiformis is due to decreased epidermal- 
dermal adherence resulting from peptization of the collagen. This peptization is 
increased by iodide ions and even more so by thiocyanate ions. 

The response to sulfapyridine was immediate. The patient was asked to stop 
taking sulfapyridine two days ago. The present patch tests were applied yesterday. 

(Note.—See Felsher, Z.: Studies on the Adherence of the Epidermis to the 
Corium, Proc. Soc. Exper. Biol. & Med. 62:213-215, 1946.) 


DISCUSSION 


Dr. Joun F. Mappen, St. Paul, Minn.: I agree with the diagnosis. I think 
that the iodide test in dermatitis herpetiformis should be eliminated, because it is 
of no value whatsoever. A number of years ago I studied our patients at the 
University and in my office. There were 17 or 18 of these patients. I gave them 
iodides by mouth and sodium iodide intravenovsly and ointments of varying 
strengths. No two persons reacted alike, and no one patient responded the same 
way over a period of time, to the use of iodides. In the majority the iodides had 
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no effect whatever in any period of the cycle. Occasionally a patient would 
respond to iodides at a certain period of the cycle and three or four weeks later 
would show no response. 

Dr. Upo J. Wire, Ann Arbor, Mich.: I saw nothing in this patient to justify 
a diagnosis of dermatitis herpetiformis. There was no tendency toward grouping. 

Dr. STEPHEN ROTHMAN: This case was typical of dermatitis herpetiformis. 
The patient had a course of sulfapyridine and responded. I do not know how 
accurate the iodine test is. In our experience the reaction to the patch test for 
iodine is positive in 50 per cent of the cases. The demonstration was done in 
order to show the nature of a reaction that might have occurred with dermatitis 
herpetiformis. 


Fox-Fordyce Disease of Recent Origin in a Man. Presented by Dr. A. W. 

STILLIANS. 

DISCUSSION 

Dr. STEPHEN ROTHMAN: When we were looking at the patient one of 
the young men asked if the presence of apocrine glands meant Fox-Fordyce 
disease. It does not necessarily mean this. We had a case of ectodermal dysplasia 
in which all the apocrine glands functioned well. If we give the sweating test to 
this patient it could be demonstrated where the apocrine glands are. There is 
some atavistic change in this case which goes down from the breast to the 
navel. It would be worth while to do a biopsy to see whether these nodules are 
associated with the apocrine glands. 


A Case for Diagnosis (Possible Cutaneous Metastases of Visceral 
Neoplasm?). Presented by Dr. F. E. Senear and Starr. 


Eosinophilic Leukemia. Re-presented by Dr. Epwarp A. Otiver and (by 
invitation) Dr. H. Ray FuLMer. 


The case, involving H. B., a white man aged 26, was presented before this 
society as a case of eosinophilic granuloma at the October 1946 meeting. After 
having received roentgen therapy as outlined here, the patient is again presented for 
your interest. 

High voltage therapy was begun on Oct. 30, 1946, essentially as outlined by 
Dr. W. C. Popp. Treatment was directed posteriorly and anteriorly at both 
upper quadrants of the abdomen and to both sides of the pelvis. The technical 
factors for each area of treatment were 140 kilovolts, 50 cm. distance, 20 milliamperes 
and 0.5 mm. of copper filtration, approximately 600 r being used. The amount 
of treatment per day was 150 r to one field. Each field was treated in order at 
approximately daily intervals until the total amount of treatment was given to 
each area. This treatment was completed on jan. 14, 1947. In addition, he has 
received a course of superficial irradiation to the face, neck and both lower 
extremities. The upper extremities were purposely omitted for purposes of 
control. The technical factors used in the superficial therapy were 100 kilovolts, 
30 cm. distance and 5 milliamperes, no filtration being used. The lower extremities 
have been given one treatment of 250 r. The face and neck have been given 
six treatments of 88 r each. 

Fifteen leukocyte counts done during the thirty days preceding therapy 
averaged 21,600, with 31 per cent eosinophils. The highest single count in that 
group was 36,000 leukocytes and 56 per cent eosinophils. Daily white blood cell 
counts during the past two weeks show an average of 7,566, with 21 per cent 
eosinophils, the highest count being 9,700 and the highest eosinophil content 
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being 36 per cent. A sternal puncture done on Jan. 9, 1947 showed normal fluid 
except for a rather large number of eosinophils. There was no infiltration of 
abnormal ceils. 

Photographs which were taken on Aug. 24, 1946 are presented. 


DISCUSSION 


Dr. Upo J. Wirz, Ann Arbor, Mich.: When the patient was shown in October, 
the question was whether he had eosinophilic leukemia. I think the diagnosis 
of eosinophilic granuloma can be disregarded. At the time some of us thought 
it was a severe pustular eruption. If the patient had true leukemia, I would 
be surprised to see the amount of improvement that is present. I wonder whether 
the eosinophilia is as marked today as when we first saw him. I wonder if there 
are not other manifestations of leukemia. If not, I think a diagnosis of leukemia 
could not be made. 

Dr. Asuton L. WE tcu, Cincinnati (by invitation): I have had the privilege 
of seeing 3 patients—this one, 1 with Dr. O’Leary and 1 at home. The last had 
dermatitis-herpetiformis-like lesions, and he had lesions consistent with a chronic 
infectious dermatitis. He had a white blood cell count that ran from 48,000 to 
50,000, with an eosinophil content of 71 per cent at one time and of 50, 60 and 70 
per cent for months. He did not respond to any treatment until we gave large 
doses of roentgen rays to the spleen. After that his blood count began to drop, 
until now his leukocyte count is 7,000. He had lost all his hair over the face 
and the whole body, but he has gained most of it back and part of his beard. The 
only other signs of leukemia were some nodules which at biopsy suggested 
lymphoblastoma but could not be classified specifically. He still has some enlarged 
glands in the inguinal region and small lesions interspersed with other lesions on the 
trunk. I think this is a little different from the specific type of lymphoblastoma 
with which we are familiar. The response to adequate amounts of roentgen rays 
is striking. 

Dr. STEPHAN Epstein, Marshfield, Wis.: Like Dr. Wile, I wonder whether 
a diagnosis of dermatitis herpetiformis can be ruled out. I cannot see anything 
which would rule it out. The patient has severe paresthesia of the elbows and 
feet, which accompanies dermatitis herpetiformis, his eosinophil content is high— 
it could reach 70 per cent in dermatitis herpetiformis and the white blood cell 
count could be high. The Loffler syndrome would fit in with dermatitis herpeti- 
formis. In some cases sensitivity plays a role. 

As to the roentgen therapy, the patient is not healed completely. He had no 
treatmeut to the arms or legs. The arms have improved. In leukemia the local 
treatment to the skin lesions is extremely effective. In some cases there is 
improvement from generalized roentgen treatment. I think the diagnosis should be 
left open until we have more proof one way or the other. 

Dr. Epwarp A. OLiver: The patient was presented today to show the 
results of roentgen therapy as outlined by Dr. Walter Popp of the Mayo Clinic. 
After Dr. O’Leary saw the patient at the October meeting, he had Dr. Popp 
write me concerning the method of treatment. The patient had no treatment of 
the long bones but he had treatment of the sides of the abdomen and the sides 
of the pelvis. We were to give approximately 600 r in divided doses. The 
improvement has been striking, and the patient is much better though far from 
well, 

When he first came in we thought it was a severe case of dermatitis 
herpetiformis. He was given Fowler’s solution (solution of potassium arsenite 
U.S.P.) for a while, with no improvement, then sulfapyridine. Later on the picture 
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changed, and it took on the appearance of pemphigus. We administered stovarsol® 
(acetarsone), with no improvement. Then he began to show small mushroom-like 
tumors such as you see in mycosis fungoides. It was at that time that we showed 
him at the October meeting. On October 30 high voltage roentgen therapy was 
begun. 

The diagnosis is still open. It is an interesting case. What is going to happen 
we do not know. 

Dr. Louis A. BrunstinG, Rochester, Minn.: The significant finding in this 
case is the eosinophilia, but the diagnosis of leukemia is rather questionable 
because at no time were immature cells demonstrated. This is a remarkable 
form of reactive disturbance. Whether it could be classified as leukoplastic I 
cannot say. There are no changes in the bones. 


Idiopathic Macular Atrophy. Presented by Dr. SrepHen RorHMaAN and 
(by invitation) Dr. H. Krysa. 


Lichen Scrofulosorum Developing During Charpy Treatment for Lupus 
Vulgaris. Presented by Dr. SrepHeEN RoTHMAN and (by invitation) Dr. E. 


LADEN. 


Lupus Vulgaris Cured by Charpy’s. Method. Presented by Dr. STEPHEN 
RoTHMAN and (by invitation) Dr. E. LapEn. 


M. S., a 35 year‘old white woman, became ill with tuberculous lymphadenitis 
of the cervical region in 1943. Her first lupus vulgaris lesion developed in a scar 
over one of the diseased lymph nodes. Later, new lesions developed over her 
face, back, arms and neck. She was treated in the outpatient department of 
the Albert Merritt Billings Hospital from August 1945 to July 1946 with a 
salt-free diet and local and general ultraviolet irradiation. 

Improvement took place under this regimen. She then spent three months in 
New Mexico, and on her return most of the lesions had healed. Since specific 
infiltrates were still demonstrable in several lesions administration of calciferol, 
150,000 international units daily, was started on Oct. 28, 1946. By Dec. 2, 1946, 
these infiltrates showed definite regression, and on Jan. 6, 1947, they could no longer 
be seen. Serum calcium on January 8 was 9.4 mg. and serum phosphorus 3.8 mg. 
per hundred cubic centimeters. 

A biopsy section of the skin showing tuberculous structure is presented. Inocula- 
tion of another piece of skin into guinea pigs revealed the presence of tuberculosis. 


DISCUSSION 

Dr. H. E. Micnetson, Minneapolis: We agree that with the Charpy treatment 
some startling effects are obtained, with some spectacular ones and some that 
are not so good. I would rather discuss it in the abstract because it is a new 
treatment and we should not go to extremes. In reality, the treatment is not 
new because cod liver oil has been used for tuberculosis for many years. How 
does it work? Is the vitamin D a specific agent against the infiltration, or does 
it produce antibodies? The sections taken from some of our patients showed 
that there was not a vestige of infiltrate left behind. 

In what types of tuberculosis should this be used? Since lupus vulgaris is a 
disease in which the patient has a high response, it might be dangerous to use 
it in patients who do not have a high response. We had bad results in adenitis. The 
factor of dosage, the interval, the length of time it should be used and the rest 
period should be carefully considered. Reactions may be local. The patients 
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may become worse; they may get a toxic form of reaction, or there may be 
metastasis. I think the future of this treatment will depend on the physicians 
who are using it. There should be a rigid diagnosis before it is used and 
microscopic sections before, after and during treatment. Thorough checks to sec 
whether the patient has tuberculosis internally should be made. 


Dr. F. E. Senear: I should like to ask whether it is necessary to conform 
to the schedules so closely in the usage of the various types of medicaments. In 
this case there was a definite dose schedule, in regard to both frequency of 
administration and duration of treatment, and also a definite dosage, with the 
provision that the drug must be used in an alcoholic rather than an oil vehicle. 

Dr. STEPHEN RotHMAN: As Dr. Michelson said, side effects should be 
looked for. We should look for hypervitaminosis, which causes the patient to 
become suddenly sick, with a decline in phosphorus values. One should be 
exceedingly careful. The second side effect is a guide as to whether or not 
the patient has tuberculosis and whether this tuberculid was caused by tubercle 
bacilli. This patient had a tuberculid for years. At the same time she got extremely 
sick from the high dosage of the drug we gave her first. I think we have to 
follow the patient carefully. I was very much interested to hear that lymphadenitis 
was a dangerous side effect. We use exclusively the Winthrop preparation. The 
price of the oil solution is extremely high, and we soon started to use the capsule 
in which there is only one oil droplet. In the patient who had the lupus vulgaris 
the improvement came about during the administration of the capsules. 


Blue Nevus of the Eye and Melanosis of the Temple (Due to Contact 
with Telephone Receiver’). Presented by Dr. StepHEN ROTHMAN and 
(by invitation) Dr. G. Pinneé. 


A 20 year old Japanese-American girl entered the University of Chicago 
Clinics on Jan. 6, 1947, complaining of a spreading bluish gray discoloration of 
the skin about the right orbit and cheek. This change commenced in April 1945. 

At this time the patient was working as a telephone operator. She was 
accustomed to holding the apparatus to her right ear, using a mouthpiece suspended 
from the neck. A few months after she started this work, she noticed the 
appearance of blue spots on the temple. From there the disease slowly extended 
to its present limits. The patient remained an operator for nine months. 

Throughout life she has had a black pigmentation of the sclera of the right 
eye. The pigmentation also existed on the conjunctiva of the lower lid. She 
has never taken headache powders or sedatives. Occasionally she takes ex-lax.® 
She has received no roentgen therapy. From time to time she uses Eau de Cologne, 
applying it to her hair and behind her ears. At night she uses a face preparation 
known as “Richter’s cream.” 

She has had no serious illnesses but complains only of the ease with which 
she becomes fatigued. 

There is a diffuse bluish gray pigmentation sprinkled with poorly circumscribed 
tiny spots of dark color on her right temple, right cheek, right side of the nose and 
periorbital region. The color does not change on glass pressure. 

The pigment of the eye is situated in the sclera and the palpebral conjunctiva. 
The uveal tract is not involved. There are no abnormalities of the left eye. 

The results of the laboratory examinations have yet to be reported. The chest 
was normal on fluoroscopic examination. 

The examination of routinely stained sections showed melanin pigmentation 
in the basal layer only faintly. However, considerable hyperpigmentation of this 
layer can be seen in the sections treated with silver nitrate. 
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There were scattered perivascular and perifollicular infiltrates with round 
cells and histiocytes in the subpapillary layer in the mid-corium. 

Throughout the corium there were scattered chromatophores, partly in the 
form of macrophages. Comparing the silver section with dopa section, one can 
see that many pigmented cells in the corium were dopa positive and therefore 
must be regarded as melanoblasts. 


A Case for Diagnosis (Melanosis Following Roentgen Therapy of Pig- 
mented Nevus?). Presented (by invitation) by Dr. S. R. Mercer and 
Dr. S. W. Becker. 


Mrs. A. L., aged 33, had had a brown mole on the right side of her nose 
since the age of 2 weeks. Since the age of 1 year, the lesion has been frozen 
several times and then, at the age of 4, treated by some sort of “lamp,” possibly 
roentgen ray. She presents a dark gray, atrophic telangiectatic plaque on the 
right of the ala nasi, with a small tumor in the lower portion and a brownish 
area at the superior portion, both of which have appeared in the last few months. 


DISCUSSION OF CASES OF DRS. ROTHMAN AND PINNE AND DRS. MERCER AND BECKER 


Dr. Harry R. Foerster, Milwaukee: In the first case the question is raised 
of the possibility of contact melanosis and also melanotic pigmentation. I agree 
with the first diagnosis offered, that of a melanotic nevus of unusual type. I 
cannot conceive of a contact melanosis that would not be preceded by dermatosis, 
but there was no such history in this case. Also, the melanosis was not at the 
site of the most intimate contact with the telephone receiver. It was rather 
discrete, whereas pigmentation following contact dermatitis is much more diffuse. 
The pigmentation in this case was blue to slate blue rather than brown. It was 
identical in color with that in the eyeball which, I believe, is confirmatory of the 
nevoid origin. The fact that it is progressive I do not believe is necessarily a 
sign of any malignant tendency. 

In the other case I believe that the pigmentation is nevoid rather than a 
result of roentgen therapy, even though there was some evidence of atrophy 
and a slight suggestion of telangiectasia. I have never seen roentgen pigmentation 
as intense as in this case or of this color. Roentgen pigmentation is more brownish. 
While there may be some roentgen change in the skin, such as atrophy, the 
pigmentation is the consequence of the progressiveness of the lesion rather than 
a result of therapy. 

I believe this is still a benign lesion, but it should be kept under observation 
and no therapy attempted. I cannot conceive of anything that would be successful, 
assuming that therapy would be carried out after a diagnosis of developing 
malignant changes in a melanoma, other than an extremely wide surgical removal, 
such as was described by Dr. Moe at Cleveland, and later plastic closure. I 
would consider it a benign lesion at present. 

Dr. Hamitton Montcomery, Rochester, Minn.: Dr. Rothman’s case was 
extremely interesting, especially in view of a case sent to me from a pathologist 
in Seattle. The patient was of Chinese extraction and had an extensive involvement 
of the entire side of the face and eyeball, with a histologic picture of chromatophores 
scattered in the nevus. They were not fused together as in blue nevus but 
separate as in Mongolian spots. We know that Mongolian spots occur in the 
Chinese and Japanese in 100 per cent of the cases. They are ill defined patches 
with ill defined margins that disappear in a few months to a year. There are 
cases in which the Mongolian spots have appeared elsewhere in the body and 
in which they have persisted into adult life. Dr. Rothman’s case is unusual 
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in that the lesion developed in adult life. I do not think it is a blue nevus. I think 
that this girl, who is of Japanese descent, is showing an unusual picture of 
Mongolian spots with typical dermatomelanotic cysts. 

Dr. Micnaet H. Esert: Some time ago Dr. Slepyan and I saw a case 
at Cook County Hospital. The patient, a light brown woman, had a bluish: 
discoloration of the ear. I looked up the literature, and there was an article 
in a Japanese journal; evidently the condition is rather common in Japan because 
the author cited a large number of cases. I do not recall what the histopathologic 
picture was in that case. Dr. Slepyan today told me that while in the South 
Pacific he saw a number of these cases. 

Dr. STEPHEN RorHMAN: I am very grateful for the information Dr. Mont- 
gomery gave that we can distinguish Mongolian spots by the fact that the cells 
are scattered in the corium whereas in blue nevus they have a more compact 
arrangement. Dr. Montgomery told me this was first differentiated in Jadassohn’s 
Clinic in 1924. 

Dr. Foerster’s point is well taken, that the color of the skin lesion is the 
same as that of the sclera. When one sees such a diffuse pigmentation I wonder 
whether one should not consider the possibility of a contact effect. We do see such 
cutaneous accumulations of pigment early in contact melanosis. 

Dr. S. W. Becker: I think that the diagnosis in Dr. Rothman’s case is blue 
nevus and that Mongolian spots is the same thing; whether they are diffuse or 
patchy does not make any difference. I wonder if the second patient might not 
have had a blue nevus to begin with. She maintains it was a brown nevus and 
that she was only 1 year old when treatment was started. She could have had 
an unusual combination of brown nevus and blue nevus, which sometimes occurs. 
There is no history of roentgen therapy, though she says that at the age of 4 
she remembers getting treatment from a lamp of some kind. This to me suggests 
roentgen ray, and the telangiectasia suggests the same thing. It is not inconceivable 
that under roentgen therapy the pigment might have been transferred from the 
epidermis to the dermis to produce this type of lesion. 


Alopecia of the Areata Type in Mother and Daughter. Presented by Dr 
James R. WessTER and (by invitation) Dr. Francis HEetTREED. 


Dermatitis Repens of the Foot. Presented by Dr. F. E. SENEaAR and Starr. 
Radiodermatitis of the Face. Presented by Dr. Epwin M. Smita Jr. 


Sturge-Weber Syndrome. Presented by Dr. Epwarp A. Oliver and Dr 
SAMUEL M. BLUEFARB. 


The Sturge-Weber syndrome consists of nevus flammeus, ipsilateral glaucoma 
(not present in this case) and cerebral symptoms (especially epilepsy), intracranial 
calcifications and contralateral hemiplegia. The patient was a boy of 4 years. 


Favus of the Scalp in a Woman of 27 Born in Chicago. Presented by Dr. 
L. F. Weser and Dr. IRENE NEUHAUSER. 


Poikiloderma? Parapsoriasis? Presented by Dr. Oriver S. Ormssy and 
Dr. Micuaet H. Esert. 


Mrs. J. W., aged 35, has had the disease for eleven years. She stated that 
the skin of her extremities always was more blue than normal. Eleven years 
ago a red patch developed on the inner aspect of the left thigh. Three years 
later a generalized eruption developed, which was diagnosed as contact dermatitis 
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from ivy. This eruption is still present. She has had soreness of the tongue for 
the same length of time. She had a small tumor removed from the tongue one 
and a half years ago. Also, she has had an eruption of the face. She has had 
numerous skin tests but was not improved when the articles to which she was 
sensitive were removed. 

This patient has a bilaterally symmetric eruption which involves a considerable 
extent of the upper and lower extremities, the buttocks, the hips, the axillary 
folds and the neck. In addition, there are a few scattered lesions on the rest 
of the trunk. On the neck the lesions form a network of a brownish red color, 
the meshwork of which looks fairly normal. On the upper extremities the 
eruption is more marked on the medial surfaces. Here it seems to consist of 
closely set, shiny, flat-topped papules, dull red in color, many of which are 
covered with a fine scale. These papules seem to be formed by an exaggeration 
of the normal lines of the skin in many cases. The red color disappears on 
glass pressure, leaving a brownish background. 

On the rest of the upper extremities the papules are pinhead size, discrete 
and scattered. On each elbow the papules are hypertrophic. The anterior and 
inner surfaces of the thighs and the inner surfaces of the knees are markedly 
involved. Here a definite infiltration is palpable. Discrete, deep brownish 
red papules are arranged in a poorly defined network which in places coalesces 
to form a large irregular patch. In the popliteal area and inner surfaces of 
the knees the superficial vessels in the papules are markedly dilated and angiomatous, 
but the red color disappears on glass pressure. In places the angiomatous papules 
seem arranged in lines. The satellite lesions on the trunk are pale brown maculo- 
papules, covered by a fine scale which can be removed by grattage. The patient 
has a livedo type of circulation on the extremities. There are some telangiectatic 
vessels on the upper part of the cheeks over the zygoma. The borders and tip of 
the tongue are redder than normal. There is a dollar-sized hyperkeratotic patch 
on each sole and a pea-sized keratosis on the left palm. 

Histopathologic Nature of a Papule from the Posterior Axillary Fold—There 
is a laminated hyperkeratosis with discrete areas of parakeratosis. In the epidermis 
the rete pegs have almost all been flattened out. Areas where the rete mucosa 
is edematous and thickened alternate with areas where it is atrophic and thinned. 
Generally speaking, the granular layer is normal except in places where it is absent 
or reduced to a single layer. In one area there is so much intercellular edema that 
the border between the rete mucosa and the cellular infiltrate in the corium 
is difficult to make out. This area is surmounted by a parakeratotic scale, and 
the stratum granulosum is absent. There is a migration of leukocytes through 
the epidermis. The subpapillary layer of the corium is edematous. Many angio- 
matous bloed vessels are present. There is a moderate round cell infiltrate made 
up of lymphocytes and many histiocytes filled with pigment. The iron stain for 
hemosiderin is negative. The pigment is probably melanin. 

A section from a keratotic papule near the elbow shows similar changes with 
the exception that there is a dense parakeratotic plug which depresses the epidermis. 
The angiomatous blood vessels are more numerous. In the Weigert stained section 
the elastic tissue has largely disappeared from the papillary and subpapillary layers. 


DISCUSSION 
Dr. F. E. Senear: I thought that was one of the most striking pictures that 
we have seen today. I felt that both of the diagnoses suggested would have to be 
given a good deal of consideration. Dr. Ormsby told me that the histopathologic 
diagnosis was ‘poikiloderma, but on examining the patient clinically I did not 
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think the condition conformed to the usual clinical picture of poikiloderma. I: 
seemed to me that clinically it might be placed in the classification of a type of 
parapsoriasis of which I have never seen a case, that is, parapsoriasis of the 
lichenoid type or lichen folliculitis of the variegata type. The description of that 
type of parapsoriasis and the clinical conception of different persons in different 
countries seem so indefinite that it is hard to form any idea about it. My feeling 
would be that this more nearly resembles my conception of parapsoriasis of the 
variegata type than the Jacobi type of poikiloderma vasculare. I felt that the 
atrophy was minimal as compared with the Jacobi type. 

Dr. Hamitton Montcomery, Rochester, Minn.: Dr, Ormsby sent me the 
slides and his clinical description of the case. Histologically it resembles lupus 
erythematosus. It has been emphasized that poikiloderma resembles lupus 
erythematosus. Furthermore, dilated vessels appear after radiation, but this patient 
has had no radiation treatment. There is lichenification of the basal cell layer and 
there is degeneration in any type of parapsoriasis. The patient does not show the 
inflammatory reaction or lupus-erythematosus-like picture. I feel that histologically 
we can rule out parapsoriasis variegata. 

Dr. STEPHAN EpsteIn, Marshfield, Wis.: I had occasion to see for the first 
time a case of parapsoriasis variegata characterized by three types of lesions, 
annular lesions, reticular lesions and lesions like those in erythema multiforme. I 
looked it up in the literature. Juliusberg feels that many of these cases that 
are first presented as poikiloderma eventually turn out to be parapsoriasis 
variegata. I took three specimens for biopsy in my case and sent them to Dr. 
Pinkus. He said there was nothing resembling parapsoriasis variegata. 

Dr. Oxtver S. Ormssy: I saw practically the first case of poikiloderma of 
Jacobi in this country. In that case there were lesions as large as my palm on 
the body and they looked like radiodermatitis. There were atrophic areas and 
hyperpigmentation. That was the characteristic lesion of that disorder. There 
has been a large number of cases of poikiloderma reported in the literature, and few 
of the patients have had poikiloderma. They have had symptoms like those of 
poikiloderma. A few years ago Dr. Oliver presented a valuable paper on this 
subject reporting on cases of mycosis fungoides that in the beginning looked like 
poikiloderma and went on for some time with that diagnosis but eventually 
terminated in mycosis fungoides. 

I have had considerable experience with parapsoriasis variegata, because I 
did work on cases with Coffey, who grouped three types of parapsoriasis under 
one name. I worked with that for a year. This patient presents some of the 
symptoms that are not found in a real case of parapsoriasis. During my experience 
I have seen a number of cases of poikiloderma of Civatte in which the lesions 
were on the sides of the neck. We do not consider those as being true cases of 
poikiloderma. I have seen cases with patchy telangiectasis, atrophy and not so 
much pigmentation. Those cases have been seen by the best physicians in the 
world, and nobody could be perfectly sure about the diagnosis. Histologically 
poikiloderma comes first in the case presented. Clinically some of the symptoms 
are those of poikiloderma and some are those of parapsoriasis. We will have to 
leave it as one of the unsolved cases. 


Kaposi’s Multiple Hemorrhagic Sarcoma (No Response to Many Types 
of Treatment Including Nitrogen Mustard). Presented by Dr F. E, 
SENEAR and Starr. 








CLEVELAND DERMATOLOGICAL SOCIETY 


L. L. Praver, M.D., President 
G. W. Binkley, M.D., Secretary-Treasurer 
March 28, 1946 


Lepromatous Leprosy in a White Woman Emigrated from Syria Twelve 
Years Ago. Presented by Dr. W. R. Huster and Dr. H. K. Girrin (by 


invitation). 


Arsenical Keratoses in a Storage Battery Worker; No History of Inges- 
tion of Arsenic. Presented by Dr. R. C. Licutr and Dr. J. Kam. 


Extensive Neurofibromatosis. Presented by Dr. R. C. Licut and Dr. J. Kam. 


Subacute Disseminate Lupus Erythematosus with Renal Involvement. 
Presented by Dr. R. C. Licut and Dr. J. Kam. 


A Case for Diagnosis (Mycosis Fungoides?). Presented by Dr. B. He tp, 
Dr. M. H. Gustarson and Dr. J. Bowen. 


A Case for Diagnosis (Granuloma Inguinale?). Presented by Dr. B. Hetp, 
Dr. M. H. Gustarson and Dr. J. Bowen. 


Late Cutaneous Syphilis (Gumma). Presented by Dr. R. C. Licut and Dr. 
J. Kam. 


Lichen Spinulosus. Presented by Dr. E. W. NetTHerton. 


R. W., a white boy aged 16, came to the Cleveland Clinic for observation for 
the first time when 5 years of age. At that time he had cheilitis exfoliativa. His 
mother had also had cheilitis exfoliativa for four years. This patient is presented 
now because of a follicular eruption on the trunk present for five years. 

There are a number of rounded and irregular patches of a follicular eruption, 
on the chest, the lower portion of the sternum, upper part of the abdomen, upper 
part of the back and particularly on the lateral surfaces of the chest near the 
axillary folds. These lesions vary in size from 2 to 3 inches (5 to 7.5 cm.) in 
diameter. They consist of grouped, discrete, follicular, large pinhead-sized pink 
to skin-colored acuminate papules, some of which contain hyperkeratotic plugs, 
while others contain a plug with the addition of a small threadlike spine, which 
extends well above the surface of the epidermis. Some of the plugs can be removed, 
leaving patent follicular orifices. 

The biopsy showed that the epidermis was covered with a few layers of loose 
hyperkeratotic cells. The granular layer consisted of one layer of cells. There 
was one largely dilated follicle, containing loosely packed keratinized squamous 
epithelial cells. The dilatation was deep, extending downward for two thirds of 
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the length of the follicle. The sides of the dilated portion consisted of a thir 
layer of poorly staining epithelial cells. There was a perifollicular infiltration, 
consisting chiefly of lymphocytes. A serial section showed light to moderate 
perivascular infiltration of lymphocytes scattered throughout the upper portion of 
the corium. Sebaceous glands were absent in all sections. The treatment has 
consisted of vitamin A, 150,000 units daily since Jan. 25, 1946, without change in 
the lesions. 
DISCUSSION 

Dr. H. H. Jonnson: There were some angular papules on the dorsa of 
the hands and on the flexor aspect of the forearm. There was also a small irregular 
white patch in the left buccal mucosa and at the left commissure of the mouth, such 
as is seen commonly in lichen planus. I propose the diagnosis of lichen planus for 
this patient. 

Dr. G. A. DeOreo: I agree with the remarks made by Dr. Johnson. In 
1895 Dr. Pringle showed a series of patients with folliculitis and lichen planus. In 
1939 a survey of the literature revealed a total of 21 cases. In 1940, Dr. Wilbert 
Sachs and I reported 6 cases of lichen planopilaris (Arcu. Dermat. & Sypu. 
45:1081 [June] 1942). We used the term lichen planopilaris of Dr. Pringle, 
meaning lichen planus of hair follicles. The histologic changes are a dense infiltrate 
surrounding the hair follicles with the characteristic merging rendering the basal 
layer indistinct. In the histologic section presented today the changes about two 
papillae were consistent with lichen planus. I think that the condition presented 
is lichen planus involving the hair follicles. 

Dr. F. M. McDonatp: I agree with Dr. Johnson, and I felt that the diagnosis 
of lichen planus should be principally based on an angular flat top papule on the 
dorsum of the hand and a white superficial papule. It is well known that lichen 
planus may be associated with other types of lesions. The patient does not give 
an accurate history, but I suggest further questioning for the possibility of ingestion 
of drugs and also a roentgen examination of the chest. 

Dr. E. W. NetHerton: I was convinced that this was a good example of 
a rare dermatosis, known as lichen pilaris seu spinulosus of Crocker, or lichen 
spinulosus of Devergie. The lesions show the characteristics described by Crocker. 
In Crocker’s cases, there were patches of discrete, uniform sized, follicular papules, 
with small keratotic spines, which extended well above the surface of the apex of 
each lesion. The lesions in his cases, as well as in the one presented, occurred 
on the lateral surfaces of the body, along the axillary folds, and on the upper 
portions of the arms. The follicular keratotic lesions of lichen planus, as described 
by Dr. DeOreo are usually more erythematous and are associated with typical 
lesions of lichen planus. We must remember that the lesions in this case have 
been present for four years. One would expect lesions characteristic of lichen 
planus to develop in this time. I believe that the small pink lesion on the dorsal 
surface of the hand and the one on the flexural surface of the right arm are the 
result of slight trauma. According to Hamilton Montgomery, the histologic changes 
in lichen planus, of the follicular type, are similar to those seen in lichen spinulosus. 

Note.—Two weeks after the patient was presented before the society, he was 
seen again. The erythematous lesions on the hand and forearm had disappeared, 
and there were no lesions on the mucous membrane of the mouth or lips. The 
other lesions for which he was presented had not changed. 


Lichen Planus; Poikiloderma of Civatte. Presented by Dr. G. M. Srrovup. 
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Subacute Disseminate Lupus Erythematosus; Atopic Eczema. Presented 
by Dr. R. C. Licut and Dr. J. Kam. 


Pemphigus Vegetans. Presented by Dr. R. C. Licut for Dr. H. N. Core and 
Dr. J. R. Driver. 


L. L. Praver, M.D., President 
G. W. Binkley, M.D., Secretary-Treasurer 
May 23, 1946 


A Case for Diagnosis (Erythroplasia of Queyrat? Granuloma Inguinale?). 
Presented by Dr. B. Hetp, Dr. M. H. Gustarson and Dr. J. Bowen. 


Hidradenitis Suppurativa of the Axillas, Inguinal Region and Perineum. 
Presented by Dr. B. Hetp, Dr. M. H. Gustarson and Dr. J. Bowen. 


Charcot Joint of the Left Shoulder and the Spine. Presented by Dr. B. 
Hep, Dr. M. H. Gustarson and Dr. J. Bowen. 


Herpes Gestationis; Pigmented Nevus of the Foot. Presented by Dr. R. C. 
Licut and Dr. J. Kam. 


Dermatitis Medicamentosa (Fixed Arsenical Eruption). Presented by 
Dr. R. C. Licut and Dr. J. Kam. 


Sarcoid of Boeck; Folliculitis Keloidalis; Late Latent Syphilis Cured 
or Arrested. Presented by Dr. R. C. Licut and Dr. J. Kam. 


Subacute Lupus Erythematosus. Presented by Dr. B. Hetp, Dr. M. H. Gus- 
TAFSON and Dr. J. Bowen. 


Harley A. Haynes, M.D., President 
George W. Binkley, M.D., Secretary 
Sept. 26, 1946 


A Case for Diagnosis (Syphiloderm?). Presented by Dr. H. D. Pocock Jr. 
(by invitation). 


H. H., a man aged 26, served in the South Pacific from July 1942 to October 
1945, during which time he received quinacrine hydrochloride (atabrine®) for 
malaria. He was discharged from the Army in October. In December crusty 
pustular lesions developed in the inguinal region, associated with tender inguinal 
lymphadenopathy. These lesions subsided spontaneously after two weeks, but 
four similar lesions immediately developed on the penis. A local physician 
examined smears from the lesions and performed biood tests, the results of 
which the patient reported as normal. His physician gave a six month course 
of antisyphilitic therapy consisting of twenty-four intravenous and six intra- 
muscular injections. 

He was admitted to Crile Veterans Administration Hospital on June 24, 1946. 
Six weeks prior to his admission, similar lesions developed on both knees and 
multiple dime-sized lesions extended down to both ankles. The lesions were 
purulent, with crust formation. He was discharged from the hospital on August 8, 
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slightly improved. He was readmitted September 25 for further study. The 
patient has not been exposed to syphilis since 1943. The serologic test for syphilis 
of his wife was negative. 

There are multiple crusted, dime-sized lesions extending on the legs, from the 
knees to the ankles, with several similar lesions on the penis. The epitrochlear, 
axillary, inguinal and femoral lymph nodes are enlarged and discrete. At 
present there are small nodules with some increase, in follicular keratin sur- 
rounding the former ulcerations, with annular distribution in some instances. 

Results of complement fixation tests have remained persistently positive, 
showing 100 per cent fixation. The result of a quantitive test for syphilis was 
positive in a dilution of 1:20 and negative in a dilution of 1:40. Repeated dark field 
examinations revealed no Treponema pallidum. Smears showed Staphylococcus 
aureus; no Donovan bodies were found. The leukocytes numbered 14,000, with 
eosinophilia. Reactions to the formol® (solution of formaldehyde in some alcohol 
and water) gel tests were negative. Curettings of granulations showed a high 
percentage of eosinophils. Results of spinal fluid examination and roentgenograms 
of the chest were normal. 

Histologic examination showed acute, superimposed on chronic, inflammation 
with ulceration. Sections were reviewed by Dr. Harry Goldblatt, who reported 
that no kala-azar was present. Because of the great number of lymphocytes and 
plasma cells, this seems to be a syphilitic ulceration. The diagnosis is ulcer with 
chronic inflammation. The only medication has been boric acid soaks. 


DISCUSSION 


Dr. H. J. Parkuurst, Toledo, Ohio: The lesions on the lower extremities 
and the penile lesions included some flat-topped, violaceous papules, such as one 
would find in lichen planus. I thought it possible that this may have been 
something which developed following the use of quinacrine hydrochloride. How- 
ever, several months had elapsed between the use of the drug and the appearance 
of the eruption. Therefore, I felt that at least part of the lesions were lichen 
planus. 

Dr. F. M. McDonap: It was my impression that this man showed primarily 
two types of eruptions. The one was the erythematosquamous type, on the knees, 
and to a lesser degree on the legs. Elsewhere the lesions all seemed to be the 
end result of an active process. The diagnosis was not clear in my mind. I 
felt that most of the scars could be explained on the basis of a streptococcic 
infection. 

Dr. R. E. Barney: I felt that the lesions on the knees and penis were 
definitely lichenoid in character. In a good light I could see distinct annular 
papular lesions, which looked like lichen planus lesions. I understand from 
Dr. Johnson that results of dark field examination on three occasions were 
negative. Of course, the scars are the end result of some destructive process. 
I do not believe that anyone could say what that process was. He has had anti- 
syphilitic treatment, but it apparently has had no effect on the eruption. 

Dr. H. H. Jonnson: The history was not too clear. When first seen in 
June, the patient had nothing but the ulcerations, which have now healed to 
atrophic scars. As they healed, papules developed around the borders of the scars, 
which are now erythematosquamous lesions. 

Dr. H. A. Haynes Jr.: I have seen about 100 cases of eruption due to 
quinacrine hydrochloride and do not recollect any in which the eruption began 
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after the cessation of the use of the drug, let alone six months later. The 
presence of quinacrine hydrochloride can easily be demonstrated with the Wood 
light. If there is any possibility of sensitivity to quinacrine hydrochloride, it is 
easily found out by giving the patient a small trial dose. 

Dr. H. H. Jounson: I have seen 350 cases of cutaneous reactions to quinacrine 
hydrochloride and concur with Dr. Haynes’s statement, and, in addition, I have 
never seen any which started with sharply delineated ulcerations. 

Nore.—Repeated dark field examinations of material taken from the penile 
lesions revealed Treponema pallidum. The patient received 7,000,000 units of 
penicillin, which brought about complete involution of the penile lesion and con- 
siderable healing of the lesions on the legs. ; 


Late Cutaneous Syphilis (Gumma). Presented by Dr. J. E. RauscHKo.s. 


Lichen Sclerosis et Atrophicus (Submammary and Intergluteal). Pre- 
sented by Dr. J. H. Straucnu for Dr. H. N. Core and Dr. J. R. Driver. 


Adenoma Sebaceum with Tuberous Sclerosis. Presented by Dr. H. H. 
JOHNSON. 


Dermatitis Herpetiformis. Presented by Dr. G. A. DeOreo, Dr. J. Bowen, 
Dr. M. Gustarson, Dr. B. Hep and Dr. M. Utrersacn (service of Dr. J. E. 
RAUSCHKOLB). 


Parapsoriasis Varioliformis in a Woman Aged 65 Years. Presented by 
Dr. E. B. HEIset. 


A Case for Diagnosis (Gumma? Granuloma Inguinale?). Presented by 
Dr. G. A. DEOrEo, Dr. J. Bowen, Dr. M. Gustarson, Dr. B. Hetp and 
Dr. M. Utrersacnu (service of Dr. J. E. RAUSCHKOLB). 


Leukemia Cutis. Presented by Dr. G. A. DeOreo, Dr. M. Gustarson, Dr. 
J. Bowen, Dr. B. Herp and Dr. M. Urrerpacnu (service of Dr. J. E. 
RAUSCHKOLB). 


A Case for Diagnosis (Erythema Induratum; Ecthyma?). Presented by 
Dr. G. A. DeOrEo, Dr. M. Gustarson, Dr. B. Hetp and Dr. M. Utrersacn 
(service of Dr. J. E. RauscHKors). 


A Case for Diagnosis (Bromoderma). Presented by Dr. J. Bowen, Dr. 
G. A. DeOrro, Dr. M. Gustarson, Dr. B. Hetp and Dr. M. Urrersacu 
(service of Dr. J. E. RauscuKors). 


A Case for Diagnosis. Presented by Dr. E. B. HEIseEL. 


K. E., a white woman aged 25, first noticed redness of the upper half of 
her right ear in July 1942. At that time she was in the seventh month of her 
pregnancy. Near the end of her pregnancy she noticed a roughness appearing 
on the upper third of the red area. After the baby was delivered, it seemed 
that the redness decreased somewhat, but the surface did not change. The 
lesion remained in this condition until about March 1945, in the third month of 
her second pregnancy. In the upper third of the purplish red area there then 
began to develop small tumor masses, which were soft on palpation and on 
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several occasions, when she injured the ear, it would bleed freely. This area 
also became infected and was covered with a soft yellowish brown crust. Near 
the end of her second pregnancy some redness developed on the tip of the other 
ear, but, except for some telangiectasis, this has disappeared. Since the termina- 
tion of her second pregnancy, in October 1945, there has been a slight regression 
of the process. 

Physical examination at the present time shows a diffuse purplish red 
eruption on the superior half of the lateral surface of the right ear. On the 
entire area there are numerous telangiectatic vesicles. The superior third of this 
area is covered by grouped compressible vascular tumor masses. These tumors 
are purple, except at the anterior portion, where they are almost the color 
of normal skin. On the surface of this tumor there are some small dilated vessels. 

Two specimens were removed for histologic examination. On June 13, 1945, 
Dr. Wilbur Sachs of New York described a section as follows, “In the center 
of the section there was a tremendously dilated lymph vessel. About this the 
tissue was very loose and lacy and there were numerous stellate-shaped cells. 
The epidermis and adnexa show no important change.” His diagnosis from micro- 
scopic study was lymphangioma with myxomatous degeneration. On Feb. 5, 
1946, another specimen was examined by Dr. H. M. Hartwell of Columbus, Ohio. 
His description was as follows, “There was a small ‘fibroma,’ or excess of scar 
tissue, elevating the epidermis in the center of the tissue. The dermis showed an 
increased number of sebaceous glands, some containing granular degenerated sebum. 
The dermal veins were dilated, but no new vessels were seen. There were 
periadenitis and perifolliculitis in all areas of the tissue.” 

Treatment has consisted of application of antiseptic ointments, and on two 
occasions solid carbon dioxide was applied with moderate pressure for ten to 
twelve seconds. 

DISCUSSION 


Dr. H. N. Core: From examination alone, without any history, I made the 
diagnosis of lymphangiohemangioma. I think that this should respond to roentgen 
therapy. 

Dr. H. G. Misxy1an: I thought of angiolupoid, but I do not believe that the 
results of biopsy are consistent with it. 

Dr. E. B. Hetser: I am especially interested, of course, in the diagnosis, 
but more in how to the treat the patient. I have treated her twice with solid 
carbon dioxide, and I think that there has been mild improvement. The lesion 
involves not only the rim of the ear but the upper half of the ear. It was 
interesting that during both of her pregnancies there was an increase in its 
size. During the last pregnancy the telangiectatic vesicles on the left ear were 
much more pronounced. 


Parapsoriasis en Plaque. Presented by Dr. D. R. Printz for Dr. H. N. Core 
and Dr. J. R. Driver. 


Harley A. Haynes, M.D., President 
George W. Binkley, M.D., Secretary 
Jan. 23, 1947 


Superficial Epitheliomatosis of the Trunk. Presented by Dr. G. A. DEOrEo, 
Dr. J. Bowen, Dr. M. Gustarson and Dr. M. Utrersacn from the service 
of Dr. J. E. RauscHKOo.s. 
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Mycosis Fungoides (Plaques and Tumors). Presented by Dr. G. A. DeOreo, 
Dr. J. Bowen, Dr. M. Gustarson, Dr. B. HeEtp and Dr. M. Utrersacn. 


Pemphigus Erythematodes (Senear-Usher Syndrome). Presented by Dr. 
G. A. DEOrREo, Dr. J. Bowen, Dr. M. Gustarson, Dr. B. HeLp and Dr. M. 
UTTERBACH. 


A Case for Diagnosis (Scrofuloderma? Mycotic Infection?). Presented by 
Dr. G. A. DeOreo, Dr. J. Bowen, Dr. M. Gustarson, Dr. B. Hetp and 
Dr. M. UTTERBACH. 


A Case for Diagnosis (Squamous Psoriasiform, Fixed Drug Eruption?). 
Presented by Dr. G. A. DeOreo, Dr. J. Bowen, Dr. M. Gustarson, Dr. B. 
Hep and Dr. M. UTrTerBacu. 


Scurvy. Presented by Dr. J. Bowen, Dr. M. Gustarson, Dr. B. Hetp and 
Dr. M. UTTERBACH. 


N. W., a white man aged 44, complained of pain in the lower extremities 
and headache. His diet since 1929 had consisted mainly of coffee and bread with 
potatoes and occasionally some milk and a little meat. 

The patient is pale and lethargic. The gums are swollen and boggy and bleed 
on pressure. The tongue is pale and the teeth carious, and purulent material 
exudes from the gum line. Follicular petechiae are present on the legs. The 
follicular orifices show keratotic plugging. The skin is dry. There are hemor- 
rhages into the hamstring muscles, the calf muscles and the popliteal spaces 
and ankles. 

The urine was normal. The erythrocyte count was 2,400,000, with 7.5 Gm. 
of hemoglobin; the leukocyte count was 7,500, with polymorphonuclear cells 
77 per cent, lymphocytes 16 per cent, monocytes 2 per cent, and unclassified types 
5 per cent. The platelets were normal. The erythrocytes were hyperchromic. The 
bleeding time was 15 minutes and the clotting time 674 minutes. The clot retraction 
was normal. The blood urea nitrogen was 31.9 mg. per hundred cubic centimeters. 
The albumin was 3.2 mg. and the globulin 4.1 mg. per hundred cubic centimeters. 
The albumin-globulin ratio was 0.78. The serologic test of the blood gave a negative 
reaction. The vitamin C content in the blood was 0.6 mg. per hundred cubic 
centimeters on Jan. 21, 1947. No histologic examination was done. 

Treatment has consisted of the administration of vitamin C. 

Dr. F. McDonatp: I accept the diagnosis of scurvy, and I also felt that the 
patient had a vitamin A deficiency. However, what I found most interesting was 
the vitamin C level of the blood. In general, the vitamin C level is no indication 
of the degree of clinical avitaminosis present. Also, low vitamin C levels are found 
to accompany almost any systemic infection or intoxication and are not indicative 
of inadequate vitamin C intake. Such patients are not to be expected to benefit 
from ascorbic acid therapy in any disease except scurvy. 

Dr. G. W. Binxtey: A hospital resident who became interested in scurvy 
arranged with the hospital dietitian to receive a diet low in vitamin C while eating 
in the hospital (Crandon, J. H., Lund, C. C. and Dill, D. B.: Experimental 
Human Scurvy, New England J. Med. 228:353-369 [Sept. 5] 1940). After 
about sixty days of a low vitamin C level in the blood, the first clinical lesions 
began to develop. This was follicular keratosis, such as is seen in vitamin A 
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deficiencies. After ninety days, when he was about to decide that there was no 
such thing as scurvy, clinical manifestations of scurvy developed and a biopsy 
proved the diagnosis. 

Dr. H. A. Haynes: How low was the level and how long did it take the 
blood level to drop? 

Dr. G. W. Brnxtey: It dropped to a low level within a week to ten days, and 
it required sixty days for clinical manifestations to become evident. 


Xanthoma Tuberosum Multiplex of Elbows and Knees. Presented by Dr. 
J. Kam, Dr. R. C. Licgut and Dr. A. E. Wacker from the service of Dr. 
H. N. Core and Dr. J. R. Driver. 


Harley A. Haynes, M.D., President 
George W. Binkley, M.D., Secretary 
Feb, 27, 1947 


Erythema Annulare Centrifugum. Presented by Dr. Huco Hecur. 


V. R., an 18 year old white boy, was first seen on Aug. 5, 1944, when he was 
15 years old. He had a skin eruption of four years’ duration. The patient 
complained only of a slight itching. 

The lesions are located on the trunk. There were at no time any lesions on 
the face, hands or feet. There are three types of lesions: (1) Large, gyrate lesions 
of different sizes, some of them 15 cc. in diameter, with a hard, elevated, 
erythematous border 5 to 8 mm. in diameter. The center is composed of normal 


skin. The border later becomes broken, and in due time the entire lesion com- 
pletely disappears, leaving only slight pigmentation, which disappears also in a 
few weeks or months, so that no trace of a lesion remains. (2) Somewhat smaller 
lesions, never larger than 2 to 3 cm., which are solid (without a center of normal 
skin) and resemble lesions of erythema exudativum multiforme. The center is 
somewhat depressed; there are no bullous lesions. (3) Some small lesions 
resembling pityriasis rosea, scaling with the typical frill. 

This picture has always been the same. The patient was seen again in October 
1945 and in January 1947. 


A Case for Diagnosis (Keratosis Palmaris et Plantaris Climacterica, 
Improved After Treatment with Estrogenic Substance). Presented by 
Dr. Huco HeEcurt. 


Syphilitic Gumma of the Scalp Simulating Bromoderma and Blastomycosis. 
Presented by Dr. G. H. Curtis and Dr. E. W. NetHertTon. 


Sarcoidosis. Presented by Dr. B. Levine, Dr. I. L. ScHonsperc and Dr. B. 
PERSKY. 


L. E. C., a Negro aged 19, fell off a bicycle two years ago, bruising his elbows 
and knees. Tumor masses appeared at the sites of trauma. One year ago lesions 
developed on the eyelids, nose and abdomen. Six months ago pain developed in 
his chest, with severe cough, and he expectorated mucopurulent material, but no 
blood. Six weeks ago the glands in his neck became swollen. He has night 
sweats, and his activity is sharply limited because of cough and dyspnea on 
walking. His appetite is good. 
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There is no history of tuberculosis, syphilis or diabetes in the family. He has 
had atrophy of the right leg, resulting from poliomyelitis at the age of 3. Two 
years ago he had an operation on his right leg. 

Examination revealed fulness and swelling of the parotid region, the cervical 
lymph nodes and axillary and inguinal lymph nodes. There is decided cloudiness 
of the cornea of the right eye, with small, papular, infiltrating nodules. The liver 
and spleen are enlarged. The reflexes are all present except the right achilles 
tendon reflex. Spread over both upper eyelids, the bridge of the nose and the knees, 
elbows, abdomen, thighs and penis are flat papules of varying size, slightly lighter 
than the surrounding skin. 

Roentgen examination showed the bones of the hands and feet to be normal. 
A roentgenogram of the chest revealed bilateral, symmetric, hilar adenopathy, with 
radiating strands into both lung fields. There were nodular shadows along the 
course of these strands. There was no evidence of cavitation. The observations 
were typical of sarcoidosis of the lungs. 

An electrocardiogram showed a normal tracing. Examination of the blood 
showed the sugar to be 75 mg., with nonprotein nitrogen 40 mg., normal creatinine, 
calcium 9.4 mg., phosphorus 3.7 mg., phosphatase 2.5 mg., cholesterol 165 mg., 
esters 82 mg., icterus index 7 and total proteins 7.3 Gm. (albumin 4.0 and globulin 
3.3). The result of the sulfobromophthalein sodium test was 45 per cent after 5 
minutes, 2 per cent after 30 minutes and 0 after 45 minutes; the serums were clear. 
The results of Kline slide precipitation tests for syphilis were negative throughout. 
The spinal fluid was clear, the cell count 1 and the result of the Pandy test 0. 
Sodium chloride was 600 mg. per hundred cubic centimeters, protein nitrogen 
4.3 mg. and total protein 26.8 mg. There were no pellicles in the fluid. The smear 
was unsatisfactory because of too little material, and the result of the colloidal gold 
test was 1112310000. The result of the tuberculin test was negative on two occa- 
sions. The blood hemogram was normal. Urinalysis showed a trace of albumin 
and an occasional coarse granular cast. 

A biopsy was done. Section of a lymph node showed the normal structures 
in great part replaced by miliary granulomatous lesions. In many places the 
granulomatous lesions were adjacent to each other, but not coalescent. Some of 
the granulomatous lesions showed fibrinoid degeneration in the central portion. 
At the periphery there were numerous giant cells of the Langhans type, and 
generous pink-stained material was present, possibly amyloid. There was very 
little intact lymph node tissue. 

Section of the skin showed at one edge miliary granulomatous lesions similar 
to those seen in the lymph nodes. The lesions were confined to the upper part of 
the dermis, with the overlying epidermis intact. Elsewhere the skin showed 
abundant brown pigmentation in the basal layers and slight round cell infiltration 
in the pericapillary location in the upper portion of the epidermis. In a section 
of lymph node and skin stained by the Ziehl-Neelsen method no acid-fast bacilli 
were found. Treatment has been supportive. 


DISCUSSION 


Dr. G. A. De Oreo: I think that this case of lymphogranulomatosis benigna 
is a good example of one of the things Schaumann described—the involvement of 
glandular as well as cutaneous elements; the right parotid gland and uveal tract 
seemed to be likewise involved. 
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Darier’s Disease, Improvement After Consumption of Butter but not 
Vitamin A Capsules. Presented by Dr. B. Levine, Dr. I. L. ScHonseng 
and Dr. B. Persxy. 


J. G., a white man aged 26, lost 8 to 10 pounds (4 to 5 Kg.) in the two montlis 
prior to the first examination, in 1942. At that time he had considerable pain over the 
umbilical region and the right lower quadrant of the abdomen. There was also 
a history of frequency of urination, dysuria and nocturia. Roentgenograms showed 
hypermobility of the gastrointestinal tract. There was no familial history of con- 
tagious diseases. 

His present illness began seven years ago, with the presence of pinhead-sized 
follicular lesions on the back. Examination reveals innumerable pinhead-sized, 
brownish and erythematous follicular papules, some of which are confluent and 
encrusted, spread profusely over the upper part of the back, between the shoulders. 
There is a thickening of the skin over the hyperthenar eminences. There is also 
a hyperkeratotic scaly process of the scalp. 

The hemogram and urinalysis revealed no abnormalities. The result of the 
Kline precipitation test was negative. 

A biopsy specimen showed the histologic picture of Darier’s disease. 

The patient was treated with a keratolytic ointment. He was given vitamin A 
capsules of 25,000 units and thyroid, 1 grain (65 mg.) three times daily. At first 
there was moderate improvement. Later, after using 225,000 units of vitamin A 
per day, he showed no further improvement. However, the condition virtually 
cleared after the patient ate 2 pounds (907 Gm.) of butter a week over a period 
of eight months. The use of margarine had no effect. The patient is allergic to 
almost all fruits except pineapple, bananas, grapefruit, lemons, limes and straw- 
berries; he is also allergic to nuts. 


Morphea Guttata (Lichen Sclerosis et Atrophicus of Clavicular Regions). 
Presented by Dr. BENJAMIN LEVINE. 


Lichen Sclerosis et Atrophicus, Widespread on Neck, Trunk, Vulva and 
Folds of the Body. Presented by Dr. G. H. Curtis and Dr. E. W. 
NETHERTON. 


A Case for Diagnosis (Macular Eruption Apparently Due to Allophen® 
[Contains Aloin, Extract of Belladonna, Ipecac and Phenolphthalein]). 
Presented by Dr. G. H. Curtis and Dr. E. W. NETHERTON. 


Syphilitic Superficial Sclerosing Glossitis; Neurosyphilis. Presented by 
Dr. G. H. Curtis and Dr. E. W. NetHerton. 


Chronic Pemphigus, of One Year’s Duration. Presented by Dr. E. L. 
GLICKSBERG. 


Xanthoma Tuberosum Multiplex. Presented by Dr. B. Persxy. 


Necrobiosis Lipoidica (No Evidence of Diabetes). Presented by Dr. E. W. 
NETHERTON and Dr. G. H. Curtis. 


DISCUSSION 
Dr. E. W. NetHerton: I should like to report a case of xanthoma tuberosum 
in a Negro boy. I had 2 cases in which the use of phosphatides recommended for 
psoriasis caused the xanthoma to disappear almost miraculously. I have thought 
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of treating the boy with soy bean lecithin. It is unbelievable how rapidly the 
lesions regressed. The patient presented today shows the numerous, small lesions 
seen in xanthoma disseminata. There are some more recent preparations which 
might be tried in this case. 


Actinomycosis (Nocardia Asteroides). Presented by Dr. E. W. NetHerton 
and Dr. G. H. Curtis. 


E. S., a Mexican laborer aged 48, has had an eruption involving the left hand 
and wrist since 1929. He ran a thorn into the left palm while working as a 
laborer in Michigan. A small pustule developed at the site of the injury, and a 
portion of the thorn was removed. ‘The lesion never completely healed; a year 
after the injury, the patient removed a foreign body. However, instead of healing, 
the pustule continued to discharge. Gradually new lesions appeared on the palm, 
dorsum of the hand and the volar and dorsal surfaces of the wrist. During the 
past year the lesions have become decidedly more numerous, accompanied with 
thickening and limitation of motion of the wrist. Recently there has been pain 
on use of the wrist. 

Roentgenograms of the left hand and wrist showed no involvement of the joints 
or bones. Typical radial clubbing of granules was identified in the smears. On 
culture, the organism was found to be aerobic and grew well on Sabouraud’s 
medium, with an irregular folded surface and light pink color. 

Microscopic study of the fungus showed it to consist of clusters of delicate, 
short mycelia. The organism was acid fast and gram-positive. The fungus was 
identified as Nocardia asteroides. The principal features in the microscopic sec- 
tions of a nodule from the skin consisted of a large area of subacute inflammation, 
not encapsulated, but which contained a high degree of edema, fibroblastic prolifera- 
tion and an infiltrate of polymorphonuclear cells; lymphocytes, plasma cells and 
eosinophils. There were several small abscess foci, one of which contained coagu- 
lated fluid. The epidermis overlying the area of inflammation was flat. The 
organisms in the section stained with polychrome methylene blue appeared as 
reddish-purple, granular masses in the abscess foci. 

The patient has been receiving treatment since April 1946. Treatment has 
consisted of roentgen therapy, potassium iodide and sulfadiazine. Sulfur granules 
and positive cultures have been repeatedly obtained throughout the course of the 
treatment. 

DISCUSSION 

Dr. E. W. NetHerTON: This organism is aerobic, whereas actinomycosis is 
anaerobic. We grew this on brain broth the first time. The first time the patient 
was seen, numerous small nodules could be demonstrated and took a stain which 
is characteristic of Nocardia asteroides. The cultures have lost that acid-fast 
property. We are going to put it back on the original culture. The patient has 
responded well to sulfadiazine, with some roentgen treatment. Sulfonamide drugs 
are preferable to penicillin. 
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Localized Scleroderma. Presented by Dr. FRANKLIN I. BALL. 


A. A., a girl aged 13, five years ago noticed the appearance of small discolored 
spots on both flanks; they have enlarged to their present size, and additional 
lesions have appeared on the back, close to the spinal column. The lesions are 
sharply outlined, ovoid plaques, ranging from the size of a half-dollar to that 
of a palm, which follow the lines of cleavage and are symmetrically distributed. 
There is a moderate degree of induration. The lesions are somewhat depressed, 
and some of the more recent ones have a faint violaceous areola. 

Hemograms and results of urinalyses were normal, and Wassermann reactions 
of the blood were negative. Microscopic examination showed thickening of the 
corium by dense, undulating, refractile connective tissue fibers. A slight lymphocytic 
infiltration was present immediately beneath the basal layer and about the adjacent 
vessels. 

DISCUSSION 


Dr. ANDREW G. Licuter: I could not see one single lesion typical of sclero- 
derma or morphea. I could not detect induration in any lesion. In the presence of 
many lesions of different ages, one would expect induration in at least some if 
it were a case of scleroderma. The typical yellowish-brownish waxy hue of 
scleroderma is also missing. The discoloration is rather that of hyperpigmentation. 
If I have to accept the diagnosis of scleroderma at all, I should say that the 
lesions are residual rather than reactive. But in this case the disease is not 
inactive, for new lesions have recently appeared. Incidentally, the patient has 
also follicular hyperkeratotic changes which resemble those of mild keratosis 
pilaris or lichen spinulosus. 


Dr. L. H. WINER (by invitation): Clinically this eruption looks like sclero- 
derma, but, as Dr. Lighter said, palpation discloses no induration. The micro- 
scopic section shows in places thinning, atrophy of the epidermis and thickening 
of the dermis. However, one expects a thick corium in specimens for biopsy 
from the back. Sebaceous glands are present. I am at a loss for a definite 
diagnosis. There is definite atrophy and hyperpigmentation. Special staining 
of sections to show changes in the connective tissue is in order. This is a 
form of atrophy but not scleroderma. 


Dr. J. Watter Witson (by invitation): Two sections were presented, one 
an old biopsy specimen, and the other a recent one. In both there is a great deal 
of hemosiderin. Some hemorrhagic process should be considered in differentiation. 

Dr. Frankxitn I. Batt: I have presented this case as one of localized 
scleroderma, for lack of a better classification, and I feel that this is the most 
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likely diagnosis. The thing that makes me hesitate to make this diagnosis definite 
is the presence of pigmentation, noted particularly in the older lesions. I wonder 
whether the other members were able to observe the faint violaceous areola 
surrounding some of the newer lesions. I believe that there is a moderate degree 
of induration in the newer lesions. I think that the patient has morphea of a 
mild type in which there are spontaneous resolution of the lesions and residual 


pigmentation, 


Generalized Progressive Scleroderma Associated with Pronounced Mus- 
cular Dystrophy. Presented by Dr. SAamueL Ayres JR. 


DISCUSSION 


Dr. W. H. GoecKERMAN: Over the years, in discussions with dermatologists 
and neurologists, I have obtained varied opinions as to whether dermatomyositis 
is a distinct disease or is part of the scleroderma syndrome. Neurologists are 
interested particularly in the muscular atrophies and dystrophies which can be 
laid to the central nervous system and their relation to scleroderma. There is 
no doubt that in some cases of scleroderma the muscles are only slightly involved, 
while in others muscular involvement predominates. This case illustrates this 
fact well and throws considerable doubt on the concept that dermatomyositis 
is a distinct entity. It is interesting that a number of such patients who seem 
on the verge of destruction recover with only a moderate residuum, either as the 
result of treatment or, seemingly, spontaneously. 

Dr. L. H. Winer (by invitation): This case is a classic example of diffuse 
scleroderma, Atrophy of the muscles of the pectoral and the scapular regions 
and the paravertebral muscles is strikingly evident. When the patient bends 
over he cannot straighten up again unless he pushes with his arms braced against 
his thighs. I have never seen a patient with scleroderma diffusum who displayed 
as much muscular atrophy as this man. The involvement of the fingers has 
caused sclerodactylia, but there is motion of the elbows. His mouth looks almost 
like a fish mouth. No microscopic section was available. This case shows the 
close relation of scleroderma diffusum and muscular atrophy. 


Nevus Pigmentosus. Presented by Dr. ANKer K. JENSEN. 


L. E., a Caucasian woman aged 30, has had a darkly pigmented, slightly 
elevated, pea-sized lesion on the left cheek, 2.5 cm. below the eye, since birth. 
During the last year it has enlarged until it now measures about 1 cm. in length 
by 0.5 cm. in width. The more recent part of the lesion is lighter brown and is level 
with the surface of the skin. The lesion has not been treated nor has a biopsy 
been made. 

DISCUSSION 

Dr. FRANKLIN I. Batt: It is my belief that in the case of a pigmented hairy 
nevus which is showing signs of activity, as evidenced by change in the character 
of the pigmentation and growth or spread of the area of pigmentation, micro- 
scopic study is needed to determine the diagnosis. I believe that this lesion should 
be excised widely and considered probably malignant until the diagnosis is 
established histologically. 

Dr. H. P. Jacosson: Despite the history of enlargement, close inspection 
of the lesion shows no evidence of activity suggestive of malignancy. By this 

















568 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


I mean that there is no scaling, erosion, fissuring or other change in the surface 
markings and no induration. Consequently, since the lesion is located on tlh. 
face of a young woman, I should be reluctant to recommend surgical interventio: 
at this time. The surgical handling of hyperpigmented lesions suspected o/ 
malignancy means radical excision, and such surgical procedures imply extensive 
scarring and disfigurement. I believe that the conservative course of observing 
the patient for a limited period of weeks is indicated at present. 

Dr. J. R. Scuottz: I should like to ask Dr. Jacobson three questions: 
1. What are the signs of activity in lesions of this type? 2. Is it not true that 
lesions with a history such as this has are more likely to become malignant 
eventually than lesions without such history? 3. Is it not true that in many 
instances metastasis may occur before there are signs of activity in the initial 
lesion ? 

Dr. M. E. Opermayer: I am surprised at Dr. Jacobson’s remarks. He who 
has repeatedly cautioned about the danger of potential melanomas advises an 
expectant attitude in the case of a blue nevus which has become definitely 
enlarged during the past year. I am equally unable to understand Dr. Scholtz’s 
point of view, expressed in the remark that one should wait for signs of activity. 
What additional proof of activity can one expect? The mere fact that a blue 
nevus has recently changed its shape is sufficient grounds for one’s considering 
the lesion a potential or actual melanoma. I wish to go on record with the 
statement that the only permissible procedure in this case is speedy surgical 
excision of the lesion, including 1 cm. of the apparently healthy margin and 
the subcutaneous fatty layer. 

Dr. H. P. Jacosson: I fully agree with Dr. Obermayer’s and Dr. Scholtz’s 
observations about the lesion’s being potentially malignant. The potentiality 
is there, but clinical evidence is definitely lacking today. In reply to Dr. Scholtz, 
I may state that I have yet to recall a single instance of melanoma in which 
metastasis became manifest prior to the showing of malignant activity by the 
primary cutaneous element. 

Dr. SamMueL Ayres Jr.: I think that it is a cardinal principle that when a 
black mole starts to change it is time to take action, whether the change 
consists in the lesion’s becoming inflammatory, larger, deeper or more elevated. 
It will not be any easier to perform an operation later than it is now. I do not 
believe that the preservation of feminine good looks should be allowed to warp 
clinical judgment. Also, suppose that the specimen does not show malignancy; 
at least it will have been removed before there is any possibility of disaster. 

Dr. THOMAS STERNBERG (by invitation): It seems to me that patients with 
a lesion of this sort, if presented, should be labeled “do not touch.” The 
prognosis is doubtful at best, and it is certainly not improved through palpation 
by 40 or 50 persons. 

Dr. A. FletcHer Hatt: I believe that there might be a compromise. Those 
who talk about excising widely and deeply never say how wide and how deep. 
One presumes that they mean cut down to fascia and widely enough to include 
abeut ten times the diameter of the lesion, if it is small. I should like to 
supplement Dr. Jacobson’s remarks on the lack of evidence of activity with two 
points: 1. The original part of this lesion is black, and the new region is 
brown, not vice versa. Moreover, the dark portion of the lesion has not become 
more tense; those lesions I have seen which were manifestly malignant had a 
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shiny surface. 2. The other manifestation is loss of hair; the lanugo hair growing 
from the surface of this lesion is exactly the same as that on the other parts 
of the face. I believe that such a lesion can be excised by means of an elliptic 
incision, perhaps two or three times the diameter of the lesion, and the wound 
sutured. If local anesthesia is decried, the excision can be made with general 
anesthesia and a frozen section examined at the time of operation. Then, if the 
diagnosis is doubtful or the lesion is definitely malignant, a wider excision is in 
order. I cannot believe that a scalpel cut near a lesion can set up metastases 
within half an hour. I think that it is a shame to excise widely and deeply by 
cautery a lesion of this type on the face of an attractive young woman. 

Dr. J. R. Scnortz: It is not clear to me why it would be objectionable to 
excise this lesion with a cold knife. It seems that we ought to be able to agree 
that in lesions which are potentially malignant one should not wait for gross 
evidence of activity, because once such signs become evident the patient’s chances 
for life are slim. 

Dr. H. C. L. Linpsay: Many of the physicians present know of 2 patients 
whose melanotic cutaneous lesions were taken off in this city with disastrous 
results. Some older physicians have recounted their experiences of cutting moles 
out widely and deeply and finding that they were too late to prevent metastasis. 
Both the patients I mentioned died, and I believe that metastasis must have 
occurred before it was suspected that the lesions were malignant. One cannot tell 
without surgical removal and microscopic examination whether there are any 
evidences of melanin beyond the normal limits of the lesion. This lesion should 
be cut out widely and deeply, without biopsy, and then examined microscopically. 


The prognosis in such a case can then be guardedly given. 


Necrobiosis Lipoidica Without Diabetes. Presented by Dr. Samuet Ayres JR. 
Recalcitrant Ulcers of the Legs. Presented by Dr. Samuet Ayres Jr. 
Nevus Pigmentosus et Pilarus. Presented by Dr. ANKEeR K. JENSEN. 


Psoriasiform Syphilid with Delayed Positive Serologic Reaction Caused 
by Use of Penicillin Before Diagnosis. Presented by Dr. A. FLercHer 
HALL. 

DISCUSSION 


Dr. THOMAS STERNBERG (by invitation): This case is interesting on two 
counts: first, because secondary syphilis developed while a negative serologic 
reaction was being maintained, and, secondly, because the cutaneous lesions have 
resisted presumably adequate treatment with penicillin. In respect to the first 
point, similar isolated occurrences have been reported from time to time and 
have usually been considered to indicate disturbance in the host-parasite relation 
with a poor immunologic response. I do not believe that the two injections of 
penicillin given for the primary lesion a few months ago could have produced this 
effect. 

It cannot be said at the moment that the patient has failed to respond to the 
course of penicillin just completed. The lesions show no evidence of healing, 
although tonight there is an inflammatory reaction surrounding the lesions which 
suggests a Herxheimer reaction. If this does represent a Herxheimer reaction, its 
appearance has been considerably delayed, since treatment was initiated ten days 
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ago. I should like to suggest that this patient be followed up, without additiona! 
treatment, until it is definitely established that the cutaneous lesions are not 
going to heal. If they do not heal and the results of the dark field examinations 
become positive, I suggest that he be given 80,000 units of penicillin every three 
hours for fifteen days, for a total of 9,800,000 units. Failure to respond to this 
dosage of penicillin would be a rare phenomenon well worth reporting. 


A Case for Diagnosis (Trichophytic Granuloma with Bullous Lesions?). 
Presented by Dr. M. E. OpermaAyer and Dr. J. WALTER WILSON. 


A Case for Diagnosis (Granuloma Annulare?) (Sarcoid of Boeck?). Pre- 
sented by Dr. A. FLETCHER HALL. 


A Case for Diagnosis (Acquired Epidermolysis Bullosa?). Presented by 
Dr. A. FLetcHEeR HALL. 
DISCUSSION 
Dr. ANKER K. JENSEN: I treated a patient with a severe recurrence of 
epidermolysis bullosa with testosterone propionate. Within a week all lesions had 
completely cleared up except for one area on the extensor surface of his right 
arm. 


Nevus Unius Lateris, Keratotic Type (“Ichthyosis Hystrix”). Presented 
by Dr. A. FLetcHer HALL. 


Erythema Annulare Centrifugum. Presented by Dr. A. FLetcHer HA tt. 


Clement E. Counter, M.D., Chairman 


Maximilian E. Obermayer, M.D., Secretary 
May 14, 1946 


Neurosyphilis. Amyotrophic Lateral Sclerosis. Presented by Dr. Harotp 
E. ANDERSON. 


Combined Ectodermal and Mesodermal Defect: Hand-Schiiller-Christian 
Syndrome. Presented by Dr. Hat E. FREEMAN. 


S. S., a girl aged 2 years and 9 months, has never been healthy. Her skin has 
always had a yellow tinge. The eruption was noticed in the mouth at the age of 
3 months; an axillary abscess appeared at the age of 6 months and an eruption 
on the scalp, the ears and the chest at 9 months. Bilateral mastoidectomy was 
performed. There is considerable pruritus, especially at night. 

The child looks sallow and rachitic, and her forehead is prominent. There 
is a pustular and crusted eruption on the scalp, “scutuloid” in appearance, and an 
erythemato-vesiculo-pustulo-follicular eruption on the chest, the back and the ears. 
An oozing and erythematous dermatitis is present in the axillas, especially the 
right. The posterior cervical lymph nodes are enlarged, and several large soft 
areas are present in the frontal and parietal regions of the skull. 

Urinalyses in 1945 disclosed that the specific gravity ranged from 1.004 to 1.008; 
the most recent value is 1.024. Examinations of the blood have revealed 3,700,000 
to 4,300,000 erythrocytes and 10,900 leukocytes; the hemoglobin content has ranged 
from 10.8 to 11.1 Gm. Culture of material obtained at mastoidectomy yielded 
Staphylococcus aureus. 
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A cranial roentgenogram disclosed several large areas of decreased density, 
especially in the frontal region, which gave the appearance of “geographic’ skull.” 
Treatment has consisted of mild local applications, sodium salicylate given 
orally, high voltage roentgen therapy (190 r three times) to the posterior region 
of the pituitary and superficial fractional roentgen therapy to the involved cuta- 
neous areas, 
DISCUSSION 


Dr. NEtson Paut ANperson: I think that it is remarkable that the names 
of Hand, Schiller and Christian are attached to a disease the essential nature of 
which they did not know. The three merely described patients with eruptions and 
defects of the membranous bones associated with diabetes insipidus. I did not 
inquire whether this girl has the latter condition. I do not think that the child 
has an ectodermal defect, but rather a primary essential xanthomatosis or the 
Hand-Schiller-Christian syndrome. The defects of the bones of the skull and 
the peculiar erosion and loosening of the teeth suggest that this same process 
involved the mastoid region. Those who are familiar with the otologic literature 
will know that in a considerable group of cases the disease was discovered by 
otologists after performing a mastoidectomy. In addition, this patient has some- 
thing which I do not believe has been associated before with this syndrome, namely, 
tinea amiantacea, a peculiar scaling of the scalp which I think is primarily a 
streptococcic infection. I should advise the presenter not to be discouraged, 
because I think that most patients with this disease have responded to radiation, 
particularly as far as the cranial lesions are concerned. If the xanthomatous 
infiltrate does not involve any vital spot the prognosis may be fair, although it 
must always be guarded. 

Dr. MoLtLtEuRUS CouperusS: This is a classic example of Hand-Schiiller- 
Christian disease. Last year I had a 6 month old patient with this same disease 
who had the same seborrheic type of eruption and, in addition, the purpuric lesions 
which have also been described in this entity. My patient succumbed to the 
disease after a couple of months; typical foam cells were found in many of the 
internal organs on microscopic examination. 


Dr. SAMUEL AyRES Jr.: I wonder whether some of the cutaneous manifesta- 
tions might be associated with vitamin A deficiency. Some of the lesions on the 
chest suggested Darier’s disease. I wonder whether the changes on the scalp 
have a similar basis and are complicated by associated secondary infection. 


Dr. Hat E. FREEMAN: The syndrome is characterized by a tetrad: defects 
of the flat bones, diabetes insipidus and exophthalmos. Roland, in 1928, suggested 
that the disease is a xanthomatosis. About a third of the patients die; those who 
survive may be dwarfed as a result of the pituitary involvement. This patient 
had high voltage roentgen therapy to the posterior lobe of the pituitary, and the 
diabetes insipidus, at least, has been controlled. Defects in the cranial bones are 
more commonly encountered than exophthalmos and diabetes insipidus. The 
cholesterol content of the blood is supposed to be normal. One case has been 
reported in which use of a high fat diet caused most improvement. Lane, in 1939, 
reported 3 cases which terminated fatally. In each lipoidosis was evident, and in 
each the large mononuclear cells known as xanthoma cells were identified. In 
1941 Cornbleet and Barnes suggestéd that the tetrad of Hand-Schiiller-Christian 
disease actually represents three entirely separate and distinct entities and that 
this syndrome should not be considered a lipoidosis. Since my patient has both 
dermatitis and a mesodermal defect (bone), it occurred to me that the condition 
could be called a mesodermal and ectodermal defect. Less than one third of the 
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patients who present the triad have cutaneous manifestations. Often cutaneous 
xanthomas are present, but this patient had none. I do not agree with Dr. Anderson 
that the dermatitis of the scalp is tinea amiantacea. The dermatitis, to me, is not 
asbestos-like but scutula-like. However, I think that everyone will agree that 
it is entirely seborrhea-like. 


Seborrheic Dermatitis? Psoriasis? Moniliasis? Presented by Dr. ANKER 
K. JENSEN. 


Urticaria Pigmentosa in a Girl Aged 2. Presented by Dr. MAxtmIrian E. 

OBERMAYER. 

DISCUSSION 

Dr. NELSon PAuL ANDERSON: Some years ago I read a note by Dr. Lester 
Hollander on urticaria pigmentosa of the acquired adult type; in 2 or 3 cases he 
found a greatly enlarged thymus gland. The mother of this patient recalls that 
when the child used to nurse she became blue around the lips. I think that it 
might be well to take a roentgenogram of this child’s chest, to see whether any- 
thing like a persistent thymus is present. 

Dr. J. WALTER WItson: I was interested in the microscopic section, in which 
Dr. Winer was able to demonstrate the presence of mast cells without the usual 
special staining. 

Dr. M. E. OBERMAYER: I presented this case merely to show that most 
textbooks err in stating that the infiltrate is composed of dense rows and columns 
of mast cells. Often one finds only a few mast cells in the section, and I remember 
1 case in which such cells were absent. The object of administering diphenhydra- 
mine hydrochloride (benadryl®) was simply to have the inefficacy of this mode 
of therapy recorded. I thank Dr. Nelson Paul Anderson for his suggestion; I 
shall obtain a roentgenogram of the chest. 


A Case for Diagnosis: Chronic Ulcers of the Arm (Factitious?). Pre- 
sented by Dr. Netson PAuL ANDERSON. 


Noduloulcerative Syphilid. Sporotrichosis? Tularemia? Presented by Dr. 
Maurice N. Norris. 


Actinomycosis (Arrested). Presented by Dr. Netson Paut ANDERSON. 


A Case for Diagnosis: Infectious Granuloma? Presented by Dr. A. 
FLetcHerR HALL. 


A. B., a woman aged 58, consulted a physician in October 1945 regarding a 
small growth inside the left nostril. It was incised, and soon after lesions began 
to appear on and around the nose and spread to the upper lip and the cheeks. 
The nose became enlarged and partially obstructed, and edema of the lower eyelids 
developed. The patient has lived in the San Joaquin Valley for many years. 

The nose, up to the narrowest part of the bridge, is covered with pale to light 
purplish smooth nodules from the size of a pinhead to that of a pea. The alae 
and septum are thickened and indurated. The left side of the upper lip, including 
the mucocutaneous junction, is covered with nodules; a few of the larger lesions 
show superficial ulceration. The cheeks are erythematous and are also studded 
with nodules ; the lesions at the periphery are pale pink and rubbery in consistency. 
The lower eyelids are edematous. 
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The Eagle and Kline reactions were negative, and the differential blood cell 
count was normal. 

Microscopic examination of a specimen from the right side of the nose showed 
areas of necrosis in the lower part of the dermis surrounded by an infiltrate con- 
sisting of fibroblasts, small lymphocytes, epithelioid cells and occasional giant cells. 
No yeast cells were seen. 

The patient was treated for rosacea, by another physician, with fractional 
roentgen therapy and penicillin ointment; there was no improvement. 


DISCUSSION 


Dr. M. E. Opermayer: Clinically the plaque presented all the features of a 
chronic infectious granuloma, yet its duration was said to be only five months. 
With the exception of a late syphilid, there is no chronic infectious granuloma 
which within such a brief period would produce a plaque with such clinical 
characteristics. I am inclined to interpret the eruption as bromoderma simulating 
a chronic infectious granuloma. 

Dr. Saut S. Rosinson: I should be inclined to call this a case of tertiary 
syphilis. I should apply the therapeutic test for syphilis and report later. 

Dr. Netson Paut ANpbeErSON: I should suggest that Dr. Hall do a coccidioidin 
skin test and send blood to Dr. Smith, at Stanford University, for an agglutina- 
tion test. 

Dr. Hat E. FREEMAN: Those procedures would not establish the diagnosis. 
Many people who live in the San Joaquin Valley have positive reactions to 
coccidioidin and agglutination tests; this granuloma may have some other cause. 

Dr. Harotp C. FisHMAN (by invitation): Dr. C. E. Smith has expressed 
the belief that unless the disease is active there will not be a positive reaction to 
an agglutination test. For instance, patients who have had lesions in the past which 
cleared up and who still react positively to coccidioidin skin tests will not show 
positive reactions to complement fixation or precipitin tests unless there is some 
activity of the disease. 

Dr. A. FLETCHER HALL: I saw this patient first one week ago. Since she 
lives in Stockton, coccidiomycosis immediately came to mind, but because no 
coccidioidin was available in Santa Monica I depended on biopsy to disclose any 
organisms which might be present. However, rather thorough search of three 
slides showed no organisms. I shall certainly do coccidioidin and tuberculin tests, 
and I shall also obtain a roentgenogram of the chest. 


Kraurosis Vulvae? Presented by Dr. J. WALTER WILSON. 


A Case for Diagnosis. Lenticular Parapsoriasis? Lymphoblastoma? 
Presented by Dr. Paut D. Foster. 


H. B., a German-Irish woman aged 51, noticed the appearance of itching 
spots on her ankles about two and a half years ago, and soon similar lesions 
appeared on her arms, The eruption has been continuously present, although 
individual lesions come and go. Firm pea-sized violaceous papules are present 
on the arms, legs, hands and upper part of the back. 

Urinalysis gave normal results. The differential blood cell count, the blood 
sugar, the nonprotein nitrogen content of the blood and the sedimentation rate 
were also normal. The Wassermann reaction was negative. Microscopic exami- 
nation showed in the dermis a heavy polymorphous infiltrate which included 
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some large nucleated cells. Treatment has consisted of injections of bismuth 
subsalicylate in oil, desensitizing injections of flea antigen, the administration 
of asiatic pills, fractional roentgen therapy and ultraviolet irradiation. 


DISCUSSION 


Dr. L. H. Winer (by invitation): I do not consider parapsoriasis en plaque 
a precursor of mycosis fungoides. Clinically this patient does not appear to have 
a malignant disease. Histologically one is astounded by the cellular infiltrate 
which involves the entire cutis except for a small band directly under the epi- 
dermis. Since this infiltrate abounds in large cells with large nuclei suggestive 
of reticulum cells, the picture is compatible with the diagnosis of mycosis 
‘fungoides. This eruption suggests parapsoriasis clinically, but histologically it 
looks like mycosis fungoides. 

Dr. M. E. OxperMayer: Through the courtesy of Dr. Foster I had the 
opportunity to study this patient before the meeting. The eruption impressed 
me as the nonvarioliform type of pityriasis lichenoides acuta of Haberman. The 
striking clinical features of the lesions of which such an eruption is composed 
are their induration and color, which always bring both a lenticular syphilid 
and “bites” from Climax lectularius to my mind. Study of the microscopic section, 
however, revealed a cellular infiltrate unusual in its polymorphism for Haber- 
man’s disease. I do not feel that a definite diagnosis can be made at this time. 
If the eruption is the nonvarioliform type of acute parapsoriasis, it may clear up 
without treatment in from six months to two years; if it is granuloma fungoides, 
more definite development of the disease will undoubtedly take place. 


Lupus Erythematosus, Subacute, with Tendency to Dissemination. Pre- 
sented by Dr. Harry P. Jacosson. 


A Case for Diagnosis: Dermatitis Venenata? Epidermolysis Bullosa 
Acquired Type? Presented by Dr. H. C. L. Linpsay and Dr. Orto 
P, HANNEBAUM (by invitation). 


A. D., an Italian man aged 50, five weeks ago spilled a strong solution 
of washing powder on the back of his hands; it burned, but he did not wash it 
off. A few days later blisters appeared on the dorsa of the hands, ruptured 
and formed scabs. One week later lesions appeared on the nose, the forehead 
and the back of the neck. The original lesions healed within a few days, but 
new crops appeared; this process was repeated three times. His wife stated 
that the skin of his face has become darker. 

There are several dental cavities and pyorrhea. The skin is darkly pig- 
mented. A vesicobullous eruption is present on the dorsa of the hands. Most 
of the lesions are pea sized, have indurated bases and contain a yellowish red 
fluid. Several larger bullae are located on the wrists and thumbs. Many crusts 
and recently cleared areas are seen. Patch tests with the washing powder solu- 
tion gave no reaction within forty-eight hours. 

The differential blood cell count was normal. The Kolmer and Kline reac- 
tions were negative. Microscopic examination showed the presence of a bulla 
filled with serum-like material between the epidermis and the dermis; minimal 
inflammatory changes, in the form of slight endothelial swelling and perivascular 
lymphocytic infiltration, were also noted. Treatment has consisted of injections 
of chorionic gonadotropin (antuitrin S®), fractional roentgen therapy and mild 
local applications. 
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DISCUSSION 


Dr. SAMUEL Ayres Jr.: I think that this patient has pemphigus and Addi- 
son’s disease. The striking deep brownish tone to his skin, he says, is recent. 
The lesions are limited to his hands and might suggest an acquired type of 
epidermolysis bullosa, but in view of the bronzing of his skin I should be willing 
to bet that true pemphigus will develop. The association of adrenal damage and 
pemphigus has been discussed recently. I never encountered pemphigus associ- 
ated with Addison’s disease until about a month ago; the patient died. Autopsy 
revealed severe adrenal damage. I think that this diagnosis deserves careful 
consideration and that some adrenal cortical extract should be administered. 

Dr. Froracou Ketrenspacu: I should suggest a search for porphyrins in 
the urine. 

Dr. M. E. Osermayer: Is it not possible that this patient simply has bullous 
impetigo? The eruption has been present only five weeks, and it is limited to 
the hands. Some lesions show peripheral inflammation, and there is one large 
pustule. The hyperpigmentation of the skin may only be apparent, since the 
patient is of southern Italian stock. I should like to see impetigo ruled out by 
a therapeutic test with penicillin ointment. 

Dr. Maurice N. Norris: I think that the lye splashed on the patient’s 
hands has given rise to chemical burns, which have become secondarily infected. 

Dr. L. H. Winer (by invitation): The histologic appearance of the lesions 
is most suggestive of epidermolysis bullosa or pemphigus; the bullae are not 
as superficially placed as in impetigo contagiosa. The bullae are subepidermal. 
The blisters of impetigo contagiosa involve only the stratum corneum; they 
never go below the granular layer. I favor a diagnosis of epidermolysis bullosa. 

Dr. M. E. Opermayer: I feel that Dr. Winer’s remarks on impetigo were 
meant to apply to the streptococcic type of the disease. The lesions of staphylo- 
coccic impetigo have thicker walls, are more deep seated and show no tendency 
to rupture. Thus impetigo in this case is by no means ruled out by the fact 
that the lesions are not superficial. 

Dr. H. C. L. Linpsay: As a rule the lesions of pemphigus do not appear 
on sites subject to trauma. Most of the lesions of this patient are on the fingers 
and hands. The blebs of pemphigus are not as flaccid as those of epidermolysis 
bullosa. Some lesions were slightly tinged with blood. I believe that the original 
diagnosis of epidermolysis bullosa acquisita is correct. 

Dr. Otro P. HANNEBAUM (by invitation): When this patient was first 
seen I thought that he had suffered a chemical burn from the solution used in 
his work as a window cleaner. The bullae were opened, and he improved; but 
since then he has had four more crops of bullae, and those on the forehead and 
neck could not be due to chemical injury. I still believe that this patient has 
epidermolysis bullosa, and steps are now being taken to determine the porphyrin 
content of the urine. 


Coccidioidal Granuloma; Results Beneficial from Immunogenic Therapy. 
Presented by Dr. Harry P. Jacosson. 


A Case for Diagnosis; Lymphoblastoma? Toxic Nodular Dermatitis? 
Presented by Dr. Harry P. JAcopson. 


J. G., a man aged 40, was hospitalized nine years ago for several weeks 
because of fever and pain in the chest. Roentgenograms showed infiltration of 
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the left pulmonary apex, but repeated examination of the sputum failed to yield 
evidence of tuberculous infection. Recently he had a cold and sore throat and 
has been coughing somewhat the past few weeks. Twelve or thirteen years ago 
a cutaneous eruption developed. The initial lesion was a scaly inflamed patch 
on the external aspect of the right thigh, and shortly thereafter the eruption 
spread, in the form of plaques, to various parts of the body. At various times 
since the dermatologists in Cincinnati and New York have made a diagnosis 
of psoriasis. His blood has been examined several times, with uniformly normal 
results. About a week ago a tense vesicular lesion, about 7 mm. in diameter, 
developed on the dorsum of the right wrist. Culture mediums were inoculated 
with the fluid, which was evacuated under aseptic conditions, but no growth 
resulted. Within forty-eight hours the site of the bulla had changed into a nodule. 

The patient is well developed. His tonsils are injected, especially the left 
one. Also present is gingivitis in the region of the lower left cuspids. 

On the trunk and extremities there is an extensive eruption, made up of 
bright to dusky red, variously sized and shaped nodular elements in variously 
shaped and sized patches, discrete and grouped. Some lesions have scaly col- 
larets as well as scaly surfaces, but none shows evidence of ulceration. On the 
cutaneous surfaces of the lower thirds of the thighs and the knees, especially 
the right, are dark, intensely pigmented, scaling patches, with here and there a 
nodular element. The pigmented patches are perceptibly indurated. 

The blood cell count was within normal limits. The sedimentation rate was: 
3 mm. in 15 minutes; 10 mm. in 30 minutes; 19 mm. in 45 minutes; 27 mm. in 
60 minutes, and 49 mm. in 120 minutes. The Kline and Eagle reactions were 
negative. Hemolytic and nonhemolytic staphylococci were cultured from mate- 
rial from the nose and nonhemolytic streptococci and staphylococci from material 
from the throat. Stereoscopic roentgenograms of the chest disclosed no abnor- 
mality. 

Microscopic examination of lesions on the right side of the thoracic wall and 
the lower part of the left thigh showed an extensive diffuse infiltration in the 
dermis, made up of a pleomorphic conglomeration of cells which included eosino- 
phils, a few neutrophils, small round cells and occasional plasma cells and larger 
cells which had irregularly lobular and slightly vesicular nuclei. Some cells of 
the last type contained several nuclei. A few showed mitotic figures, and a few 
were hyperchromatic. 

DISCUSSION 

Dr. L. H. Winer (by invitation): I should suggest a diagnosis of eosinophilic 
granuloma, which is closely allied to the lymphoblastomas. I have read reports in 
which this diagnosis was reached after surgical removal of tumors and studies 
of the bone marrow. I have seen similar lesions previously which were called 
lymphoblastomas for want of a better term. The microscopic section is packed 
so densely with eosinophils that one might think they make up the whole section. 
I should say that this disease is not as malignant as such other forms of lympho- 
blastoma as Hodgkin's disease and mycosis fungoides. 


Psoriasis, Generalized, with Extensive Oral Lesions. Presented by Dr. 
Tuomas W. NIsBeET. 


Linear Scleroderma (en Coup de Sabre) of the Back of the Neck in a 
10 Year Old Boy. Presented by Dr. H. C. L. Linpsay and Dr. Orrto P. 
HANNEBAUM (by invitation). 
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A Case for Diagnosis: Granuloma Annulare? Presented by Dr. L. F. X. 
WILHELM and Dr. W. H. GorcKERMAN. 


The futility of trying to differentiate, clinically or histologically, granuloma 
annulare and erythema elevatum diutinum was discussed. 


Epidermolysis Bullosa, Acquired Type, in a 21 Year Old Woman. Pre- 
sented by Dr. Samuet Ayres JR. 


Neurodermatitis? Presented by Dr. J. Watter Witson. 


Nevus Cerebriformis of the Scalp in a 14 Year Old Boy. Presented by 
Dr. SAMUEL Ayres JR. 


Acne Conglobata Arrested by the Use of a Specially Prepared Autog- 
enous Vaccine. Presented by Dr. H. P. Jacosson. 


A Case for Diagnosis; Lupus Vulgaris? Presented by Dr. ANKeR K. 
JENSEN. 


There was no agreement about the diagnosis. 


A Case for Diagnosis: Lupus Erythematosus? Presented by Dr. H. P. 
JACOBSON. 


There was no unanimity of opinion about the diagnosis. 


Dermatitis Herpetiformis in a Patient Who Did Not Tolerate Sulfa- 
pyridine. Presented by Dr. BEN A. NEWMAN. 


Ichthyosis Hystrix. Presented by Dr. A. FietcHer HALL. 


Pigmented Purpuric Lichenoid Dermatitis of Gougerot and Blum. Pre- 
sented by Dr. SAMUEL AyREs JR. 


Lichen Planus et Spinulosus in a 10 Year Old Girl. Presented by Dr. 
H. C. L. Linpsay and Dr. Orro P. HANNEBAUM (by invitation). 


Maximilian E. Obermayer, M.D., President 


Franklin |. Ball, M.D., Secretary 
Oct. 8, 1946 


A Case for Diagnosis (Nevus or Localized Scleroderma). Presented by 
Dr. Crement E, CouNnreR. 


A Case for Diagnosis (Acne Conglobata, Infantile). Presented by 
Dr. SAMUEL AYRES Jr. 


G. H., a 26 months old white boy, has an eruption of the face of about five 
weeks’ duration. Two symmetrically placed lesions appeared first on each 
cheek, followed later by two similar symmetrically placed lesions below each 
lower eyelid. The history reveals that this patient also apparently had a mild 
acne-like eruption at the age of 1 month which lasted for several weeks. 
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Physical examination shows this child to be a normal healthy-appearing boy. 
On the center of each cheek is the remnant of a former lesion which is purplish 
and scarlike. Beneath each lower eyelid is a red cherry-seed-sized slightly 
fluctuant swelling, with a suggestion of pus in the center. A few tiny comedos 
can be seen in the face. At the time of the first visit, on Sept. 19, 1946, lesions 
beneath the eyes were incised, with evacuation of purulent material. These lesions 
have filled again with similar material. 

On September 18 a blood cell count showed: red blood cells 5, 300,000, white 
blood cells 13, 900, color index 0.67 and hemoglobin 11.0 Gm. (71 per cent). 
The platelets were apparently normal in number; the red blood cells were mod- 
erately hypochromatic, anisocytotic and poikilocytotic. The differential count 
was: neutrophils 38, stab forms 4, lymphocytes 4, monocytes 4 and eosinophils 4. 
A culture of material taken from lesions revealed Staphylococcus albus. 

Treatment administered to date includes incision and drainage of purulent 
lesions and two intravenous injections of vaccine. 


DISCUSSION 


Dr. J. R. Scnortz: I recently saw an infant of 9 months of age who pre- 
sented acne-like lesions which had been present since the age of 1 month. 
Definite comedos were present and a number of miliary cysts. Inasmuch 
as acne is essentially a disease of adolescence or, at least, is often associated 
with endocrine disturbance, it seems to me that acne in an infant should not be 
passed off lightly without careful investigation. My patient, whom I saw only 
once, was large for his age, having large bones, head and genitalia; the liver 
was large, and there was a disturbed cholesterol ester ratio. I have no informa- 
tion on the progress except that he is receiving roentgen treatment in another 
dermatologist’s office. The patient presented here shows few comedos, but 
there are intradermal miliary cysts on the cheeks in addition to the inflammatory 
lesions on the eyelids. I would agree with Dr. Ayres’ diagnosis as presented. 
That infantile acne is not a minor disturbance is illustrated by the fact that 
adrenal tumors develop in many cases. The most recent reference was in the 
proceedings of the New England Dermatological Society (Arcu. Dermat. & 
Sypu. 54:82 [July] 1946). 

Dr. Netson Paut ANpDERSON: I think that it is necessary first to determine 
whether this patient has acne. The patient had one or two lesions on the cheeks 
and recently one on the lower lid, reddish and granular in character. I would 
suggest an aberrant type of pyoderma or molluscum contagiosum. 

Dr. SAMUEL Ayres Jr.: I have never seen a picture quite like this. The 
patient does have a few comedos. With good light one could easily distinguish 
two, three, or four small comedos scattered on the face. The lesions are not actually 
on the eyelids. They are on the cheeks beneath the eyeiids. They develop in 
pairs. At the time of the first visit che lesions beneath the eyelids were found 
to contain pus, similar to that in deep acne lesions. The child has rather pro- 
nounced secondary anemia, which may have something to do with the picture, 
and is now being treated for that. In reply to the question of other cases of 
acne in infants, I have seen 6 or 8 patients in twenty-six years with typical acne, 
but not this deep cystlike involvement. In 1 or 2 that I was able to follow the 
acne disappeared. I have never treated infantile acne with roentgen rays. It 
might be justifiable, but only in an extreme case. Feeling that the patient has 
a sensitivity to Staphylococcus, I prepared an autogenous vaccine and, pend- 
ing results, I gave him some Staphylococcus vaccine intravenously, prepared 
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from another patient. The lesions today are considerably less inflamed than 
they were a week ago. I do not know whether this is due to treatment with 
vaccine, to the iron therapy or to a coincidence. The eruption may result in 
serious deformity if allowed to continue. The reason I have given vaccine intra- 
venously is based on some work by Blanson and Allen done eight or ten years 
ago. They studied patients with arthritis to whom they were giving vaccines, and 
on the basis of some careful tabulations they expressed the opinion that a greater 
degree of immunity was achieved by intravenous therapy and that sometimes tissues 
were made more hypersensitive by subcutaneous than by intravenous therapy. I 
have given autogenous vaccines intravenously in cases of acne conglobata and 
recurrent furunculosis when I felt that there was a sensitivity of the tissues, 
and I have never seen any untoward effects except a slight febrile reaction. 
Ii seems to give good results. 

Dr. H. P. Jacosson: Dr. Ayres’ point is well taken. I have employed 
the intravenous routes for immunogenic therapy for a number of years and 
have been impressed by its effectiveness. Intravenous antigenic therapy pro- 
vides a rapidly circulating antigen capable of evoking specific immune bodies 
in all tissues able to produce immune bodies—such as precipitins, agglutinins 
and globulins. The most important tissues in the production of these immune 
bodies are the cutaneous and peritoneal. For an immunogenic antigen to reach 
these important immunity-producing organs, the route of administration is 
extremely important. The first, and possibly the second, injection of a vaccine 
will exert immunogenic functions regardless of the site of injection—cutaneous, 
subcutaneous, intramuscular or intravenous—except, of course, for the speed 
of absorption, which varies inversely according to the choice of route enumerated. 
The effect of succeeding injections, however, is limited by the element of tis- 
sue anchorage and inflammatory reaction in situ, which must be given due con- 
sideration. Thus, successive immunogenic antigen administrations via the 
cutaneous-subcutaneous route meet in due time with a most pronounced barrier 
to passage into general circulation through phagocytic action of the mobile as 
well as the fixed tissue cells, and probably globulin, precipitin and agglutinin 
action, and frequently by a simple inflammatory reaction in situ which serves 
to destroy the immunogenic antigen. In the intramuscular route, however, the 
element of anchorage is not nearly as pronounced and the vaccine is almost as 
rapidly absorbed by the general circulation, therefrom transmitted systemically 
to a satisfactory degree. 

The most effective route with respect to speed of absorption and intended 
destination of the antigen is, of course, the intravenous channel. However, in 
view of the occasional shocklike systemic reactions which I have observed in 
intravenous antigenic therapy, and in view of the fact that the intramuscular 
route, as just mentioned, almost approaches the intravenous route in effective- 
ness, I have lately been employing this avenue for the administration of vac- 
cines and am satisfied that in the great majority of instances this is the most 
desirable method available. 

Dr. SAMUEL Ayres Jr.: It has been my observation that if one gives a 
Staphylococcus vaccine intravenously a beginning dosage of 25,000,000 will not 
produce an untoward reaction. If one uses a Streptococcus vaccine I would 
say that a beginning dose of a 250,000 would be proper. In the infant, the first 
dose was 5,000,000 and the second dose 10,000,000 with no untoward results. 

Dr. H. C. L. Lrnpsay: In 1913, Colonel Alcott, who was in Dr. Metchni- 
koff’s department of the Pasteur Institute, was using vaccine intravenously, and 
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he claimed that he obtained wonderful results. When in England, I told Dr. 
Henry Macormac (of the Middlesex Hospital) about this type of treatment. 
He expressed the opinion that it was dangerous. I have seen some of the 
patients Dr. Ayres has treated here, and the results have been both spectacu- 
lar and useful. 

Dr. L. H. Winer: The characteristic deep pustules localized to the folli- 
cular and sebaceous apparatus are suggestive of pyoderma faciale. Chronic 
pyoderma can become pyoderma vegetans. 


A Case for Diagnosis (Lymphoblastoma?). Presented by Dr. H. C. L. 
Linpsay and Dr. O. P. HANNEBAUM (by invitation). 


Epidermodysplasia Verruciformis (Lewandowsky-Lutz). Presented by 
Dr. NELSon Paut ANDERSON. 


E. S. W. is a housewife, white, aged 31. This case was the first example 
of epidermodysplasia verruciformis reported in this country and was first pre- 
sented before this society in April 1934 as a case for diagnosis (ArcH. Dermat. 
& SypuH. 30:731 [Nov.] 1934). In October 1934, the patient was again 
presented before this society with a tentative diagnosis of epidermodysplasia 
verruciformis, a diagnosis with which Goeckerman agreed (ArcH. Dermat. & 
SypH. 31:369 [Feb.] 1935). 

At the time of the first presentation, she had numerous discrete rather 
widely dispersed flat papular lesions on the dorsa of the feet and the backs 
of the hands. There were also a few lesions on the sides of the neck. These 
lesions were of five years’ duration, beginning at the age of 14. 

After a lapse of twelve years, this patient is again presented. During this 
interval the patient married and gave birth to one healthy child showing only 
several verruca vulgaris lesions on the dorsum of the right hand. At the present 
time, the patient presents a striking picture, with hundreds to thousands of 
lesions fairly widely disseminated over the entire body. In many places the 
lesions are discrete, erythematous to brownish, fairly flat topped and papular. 
Elsewhere a pseudolichenification has appeared, because of a fusion or blending 
of these papular elements. About the neck, there is a striking clinical similarity 
to Darier’s disease. Because of this clinical similarity to Darier’s disease, she 
was given large doses of vitamin A on Aug. 7, 1946. At the present time there 
has been a definite improvement. 


Epidermodysplasia Verruciformis (Lewandowsky-Lutz). Presented by 
Dr. NELSoN PAut ANDERSON. 


M. V. R., aged 34, a white woman secretary, for the past fifteen years or 
more has had numerous solitary and grouped erythematous and flat-topped papu- 
lar lesions on the dorsa of the fingers and thumbs, with a few scattered verru- 
ciform lesions on the palms. 

Cases have been presented by Weber before the Chicago Dermatological 
Society (Arco. Dermat. & Sypu. 49:216, 1944), by Ricchinti before the Atlan- 
tic Dermatologic Conference (ArcH. Dermat. & SypuH. 49:365, 1944) and by 
Wise before the New York Dermatological Society (ArcH. Dermat. & Sypu. 
50:228, 1944). 

The patient presented by Wise was the original patient of Sullivan and 
Ellis (Sullivan, M. and Ellis, F. A.: Epidermodysplasia Verruciformis [Lewan- 
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dowsky and Lutz], Arcu. Dermat. & Sypu. 40:422 [Sept.] 1939). At the 
time of the presentation, Wise stated that his patient had five different and 
fairly large epitheliomas of the face and hand. Some were basal cell in char- 
acter and others of a prickle cell type. He stated that he knew of 2 other 
cases of this rare disease in which epitheliomas had developed. 

Laboratory examination of a section from a biopsy specimen reveals a pecu- 
liar balloon degeneration or vacuolization in the epidermis, which is most evi- 
dent in the granular layer. There is the so-called basket weave appearance of 
the overlying thickened horny layer. This picture was considered to be entirely 
different than that of acrokeratosis verruciformis (Loveman, A. B., and Graham, 
O. V.: Acrokeratosis Verruciformis [Hopf], Arcn. Dermat. & SypuH. 43:971 
[June] 1941) and typical of epidermodysplasia verruciformis as described by 
Wise and Satenstein (Epidermodysplasia Verruciformis [Lewandowsky-Lutz] 
ArcH. Dermat. & SypuH. 40:742 [Nov.] 1939) and by Waisman and 
Montgomery. 


Darier’s Disease (Unilateral). Presented by Dr. Netson Paut ANDERSON. 


S. H. S., aged 53, a white man, a minister, for the past fifteen years or more 
has had a unilateral eruption involving the right side of the neck, the right side 
of the trunk, where the eruption has a definite segmental linear arrangement, 
and the lower part of the right ankle. The past history shows that the erup- 
tion flares up during hot weather, especially if it is humid. Laboratory examina- 
tion of a section from a biopsy specimen reveals definite and typical Darier’s 
disease. 

DISCUSSION OF CASES OF DR. ANDERSON 

Dr. L. H. Winer (by invitation): The first patient, the woman, had dif- 
fuse verrucous lesions on the dorsum of the hands associated with lesions on the 
neck and anterior axillary folds. I agree with the presenter’s diagnosis of 
acrokeratosis of Hopf and also agree with the diagnosis in the second case, 
that of the girl with the lesions on the thumbs. The histologic section was 
typical of epidermodysplasia verruciformis of Lewandowsky and Lutz. I think 
that both diseases are closely related and may be the same. They are to be differ- 
entiated from verrucae planae. The histologic differentiation is difficult. The 
only differentiating characteristic is that in verrucae planae the acanthotic epi- 
dermis forms a sort of convex mass on the upper part of the cutis, whereas 
in the nevoidal conditions there is papillomatosis as well as acanthosis. If this 
were present in verrucae planae the disease would be verruca filiformis. Inter- 
esting was the association in the third case of Darier’s disease with acrokera- 
tosis. In virus diseases in which there are benign dyskeratoses, for exam- 
ple, Darier’s disease, verrucae vulgares, psoriasis, chickenpox and smallpox, 
one observes these nucleolar and nuclear extrusions. The condition in the third 
of these cases could be most readily diagnosed nevus unius lateris. However, 
histologically, it is Darier’s disease, in that lacunas, corps ronds and grain cells 
are present. 

Dr. J. R. ScHottz: Several years ago, I reported a case to this society 
with the diagnosis of Darier’s disease, and at that time Dr. Anderson, on the 
basis of the histologic section, without having seen the patient, made the diag- 
nosis of epidermodysplasia verruciformis. At that time, I had not yet seen 
a case of this disease. I would like to speak briefly about the importance of 
vitamin A in dermatologic therapy. To me this is one of the most important 
therapeutic aids which has been made available in recent years. My co-workers 
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and I have demonstrated to our own satisfaction that 200,000 units given daily 
over a period of several months will cause the disappearance of the keratoses 
which occur in senile skin, in chronic actinic dermatitis and in related condi 
tions. This means that it will prevent cancer. For this reason alone, it is of 
tremendous importance. In vitamin A therapy, however, it is essential that 
certain facts be kept in mind; for example, vitamin A is a fat and in some per- 
sons may not be properly absorbed because of conditions in the bowel or gall- 
bladder, and it may be necessary to give bile salts at the same time. On the 
other hand, if carotene is given, some persons may not convert carotene to vita- 
min A, as, for example, in the presence of thyroid deficiency. This last point 
may be of importance in connection with the treatment of acne. It is there- 
fore essential to realize that simply giving vitamin A or carotene may not, in 
fact, be effective treatment unless other factors are taken into consideration. 
Therefore, one must not conclude that vitamin A is not effective in conditions 
such as Darier’s disease or epidermodysplasia verruciformis until one is sure 
that it has been given in its most effective way. 

Dr. J. WatteR Witson: What is the distinction between the Lewan- 
dowsky and Lutz syndrome and verrucae planae of the hands? I was impressed 
by the fact that some of the lesions in the cases of less extensive involvement 
would simply pass as tiny verrucae planae, which are frequently seen. What 
would happen if such lesions as these were curetted and treated with trichlora- 
cetic acid? Would they recur? 

Dr. Netson Paut ANpDERSON: I agree with Dr. Winer that the third 
patient undoubtedly has Darier’s disease. What relationship, if any, exists 
between this disease and epidermodysplasia verruciformis is unknown. I have 
been impressed by the literature of this disease, in which Dr. Fred Wise of 
New York has made such excellent observations that he has knowledge of 3 
cases in which epitheliomatous degeneration has occurred. I do not believe that 
Darier’s disease is considered to be a precancerous condition. In 1 of Dr. Wise’s 
cases there developed five epitheliomas on the face and one on the back of the 
hand. Some were basal cell and some were prickle cell in character. 

I think that Dr. Winer became a little confused in his terminology. There 
is another of these keratotic conditions which affects the extremities, called 
acrokeratosis verruciformis of Hopf, which is not the same as epidermodysplasia 
verruciformis of Lewandowsky and Lutz. The only paper on that subject in 
English was written by Loveman of Louisville, Ky. In his paper he told of 
lesions on the neck of his patient which were histologically identical with those 
of Darier’s disease. The disease might be regarded possibly as some sort of a 
nevoid condition in which different types of keratotic lesions are present rather 
than that such lesions are related. Apparently the keratosis verruciformis of 
Hopf does have a different microscopic picture than epidermodysplasia verruci- 
formis. Dr. Hamilton Montgomery and Dr. Waisman have written an excellent 
article on the differentiation of verrucae planae, epidermodysplasia verruciformis 
and allied conditions. It might be of interest to read the closing discussion of 
Dr. Montgomery, in which he said that they were unable to review personally any 
of the cases; the diagnoses were made from the histologic files, and the lesions 
had been diagnosed as verrucae when the patients were at the Mayo Clinic. 

Dr. Wilson asked about the differentiation between flat warts and epider- 
modysplasia verruciformis. They are difficult to differentiate histologically, 
Most dermatologists do not remove flat warts for histologic examination. One 
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can examine all of the articles in this country on this subject, and the only 
article to give a photomicrograph of the histologic appearance of flat warts is 
that of Montgomery. The fact that the lesions in the Lewandowsky-Lutz type 
of eruption apparently have never been spread by autoinoculation is the final 
and definite criterion. As far as therapy is concerned, I have tried electro- 
desiccation without a great deal of success. I have 3 or 4 patients with this 
disease in a mild degree, some with only five or six lesions. Most of these 
patients are treated by dermatologists for flat warts. The second patient was 
treated by me with that diagnosis until I made a more careful examination. The 
case of unilateral Darier’s disease is the only case of its kind I have ever seen. 
I am indebted for both the diagnosis and the excellent histologic section to Dr. 
Manson of Richmond, Va. 


A Case for Diagnosis (Localized Light Sensitization Following Injury 
by a Yucca Plant?). Presented by Dr. A. FiretrcHer HA tt. 


A Case for Diagnosis (Pemphigus of the Mouth?). Presented by Dr. 
SAMUEL AYRES JR. 


Maximilian E. Obermayer, M.D., President 


Franklin |. Ball, M.D., Secretary 
Noy. 12, 1946 


Acne Followed by Keloids (Severe). Presented by Dr. Samuet Ayres Jr. 


DISCUSSION 


Dr. MoLteurus Couprerus: I have never seen a reaction to acne vulgaris to 
duplicate this condition. This case is a real therapeutic problem. I would favor 
the use of filtered roentgen rays on these areas, believing, however, that not too 
much help can be expected from any form of therapy in this keloidal reaction. 

Dr. A. FLetcHER Hatt: The fact that hypertrophic scars followed acne 
vulgaris while they did not follow vaccination and several other wounds occurring 
in the same patient makes one wonder what causative factors are operative. I 
have seen similar scars follow varicella, when the child was covered with hundreds 
of hypert’ophic scars, smaller but similar to these. The facial scars were indi- 
vidually shielded and treated with subintensive doses of roentgen rays; they 
subsided while the untreated body scars did not. I believe that at one of last 
year’s meetings of this society, Dr. Obermayer called to our attention the effects 
of use of sodium fluoride internally in the treatment of keloids. I believe that 
where there are as many lesions as in this case, a trial of this treatment would be 
indicated before an attempt is made to shield and treat each scar separately. I 
have never seen satisfactory results follow fractional roentgen therapy, such as 
could be given without shielding. 

Dr. H. C. L. Linpsay: A few years ago a German, Cadaim, reported using 
1 per cent aqueous solution of sodium fluoride for treatment of keloids. The dose 
was 5 to 10 minims (0.31 to 0.61 cc.) given on an empty stomach three times a day 
(Miinchen med. Wcehnschr. 38:1554 [Sept.] 1935). I tried this treatment in a 
patient with keloid and obtained a good result. 

Dr. M. E. OpeRMAYER: May I call your attention to the experimental work 
on keloids by Marshall? He claimed satisfactory response to the tumors to local 
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injections of special fractions of liver abstract which were prepared for the purpose 
by Eli Lilly and Company and are not commercially available; the vasoconstricting 
action of that fraction was said to be responsible. In this patient, however, there 
are not keloids alone, but an active inflammatory process with keloidal tendencies. 
The object of therapy would therefore be primarily cessation of the patient’s acne 
vulgaris and only secondarily the management of the accompanying keloids, 
Nevertheless, it would be of interest to see whether the internal administration 
of a 1 per cent aqueous solution of sodium fluoride might not change the keloidal 
tendency of the disease. I believe that from the use of the substance in appro- 
priate dosage (from 1 to 3 drops three times daily in a full glass of water before 
meals) no untoward reactions will occur. 


A Case for Diagnosis (Lymphoblastoma? Drug Eruption?). Presented 
by Dr. MoL_Eurus CoupPERUS. 


Squamous Cell Epithelioma (Self-Healing Type). Presented by Dr. SAMuUEL 

AYRES JR. 

G. A. B., a white man aged 63, presents a lesion on the left temple which first 
appeared about four and one-half months ago. At the time he reported for 
observation, it had apparently reached a stationary stage but was typical of a 
squamous cell epithelioma with a hard, less than dime-sized, elevated nodule, 
showing a typical rough, warty-looking surface. At the same time, he presented 
a typical squamous cell epithelioma on the back of the left hand which he thought 
was already beginning to subside. Inasmuch as this patient has been under 
observation at intervals since 1925 and has had a number of epitheliomas about 
the face of both squamous and basal cell types, some of which have been observed 
to retrogress without treatment, and inasmuch as the present lesions were appar- 
ently stationary, it was decided to carry out no treatment for the present. Specimens 
of tissue from each lesion proved them to be squamous cell epitheliomas. The 
lesion on the hand, however, showed evidence of increasing activity, and it was 
destroyed widely and deeply by means of the high frequency cutting current. 
About a month later, two new lesions developed on the back of the hand, one on 
either side of the wound from the previous lesion, in spite of the fact that an 
ample margin had been removed at the time of the operation. These lesions were 
also removed surgically by means of the high frequency cutting current and, at 
the present time, the lesions on the hand have nearly healed. In the meantime, 
the lesion on the left temple, which received no treatment, has continued to recede 
until at present it is practically flat and barely visible. 


DISCUSSION 


Dr. L. H. Winer: The patient has multiple lesions on the face and ear. 
Those that healed did so with a depressive scar. There was follicular plugging 
in the active lesions. Rather than epithelioma, this suggested the diagnosis of 
lupus erythematosus clinically. The histologic section shows the proliferation of 
epithelium that one sees in pseudoepithelioma. There is no keratinization present. 
The epidermis is acanthotic, but the section has been cut obliquely. The infiltration 
suggests that these may be pseudoepitheliomatous hyperplasia in lupus erythem- 
atosus. I can see where the proliferating epidermis gives this appearance, but I 
do not believe in the spontaneous cure of cancer, and I do not believe that this is 
a squamous cell carcinoma. From a clinical point of view, I think that this is 
pseudoepitheliomatous hyperplasia. 
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Dr. KennetH L. Stout: I thought that histologically the lesion did show 
keratinization. However, there was one point which would favor pseudoepitheliom- 
atous hyperplasia over prickle cell epithelioma, and that was the leukocytic infil- 
tration, not only in the cutis but also in the prolifierating epithelial portions. The 
leukocytes were principally eosinophils. 

Dr. W. H. GoEcKERMAN: This is a most unusual case. I cannot conceive, on 
biologic grounds, that a carcinoma could disappear spontaneously, then recur, 
disappear and recur again. However, there is rarely a spontaneous cure of cancer. 
In 1924, I reviewed the literature thoroughly and critically, and it was difficult to 
escape the conviction that certain rare cases do heal spontaneously. But the 
behavior of the lesion in this case, if it is carcinoma in the biologic not morphologic 
sense, which I doubt much, is unique. 

Dr. Netson Paut ANDERSON: I made the diagnosis of grade I or II prickle 
cell carcinoma; I have never seen pseudoepitheliomatous hyperplasia in lupus 
erythematosus. I do not believe that this is pseudoepithelioma as is seen in 
bromoderma, syphilis and the like. Histologically there was a grade I prickle cell 
epithelioma characterized entirely by epithelial whorls and pearls. One could 
make no other diagnosis, and yet the lesions had disappeared spontaneously on 
several different occasions. I think that the lesions which this patient has had on 
his face from time to time were definite clinical and histologic prickle cell epithe- 
liomas. In the literature, although rare, there are definite instances of prickle cell 
epitheliomas of the skin which have healed spontaneously. 

Dr. F. AKRAwI (by invitation): My co-workers and I often see these epithe- 
liomas in Iraq, because the people expose themselves more to the air and sun, but 
I have never seen any squamous cell epitheliomas heal spontaneously. If some of 
them do heal in the center, there is always left an active part at the periphery. 

Dr. A. FLETCHER HALL: In view of the disagreement between the histo- 
pathologists in this society as to whether the microscopic section shows epithelioma 
or pseudoepitheliomatous hyperplasia, I would not presume to hazard an opinion; 
but if this is the latter, it must be preceded by some other entity, which I do not 
believe to be lupus erythematosus. In this circumstance, I suggest the possibility 
of factitial lesions followed by pseudoepitheliomatous hyperplastic reaction. The 
peculiar regularity in the size, shape and distribution of the scars and the Mona 
Lisa-like attitude of the patient suggest such a diagnosis. 

Dr. SAMUEL Ayres JR.: I have observed this patient since 1925. He appears 
every two or three years with a lesion which is getting out of control, or occa- 
sionally just to show me how one is regressing. The scars that are present are 
the result of cautery removal of lesions which became active and showed no tendency 
to heal. The scars were not produced by any manipulations on the part of the 
patient. Recently a lesion developed on the back of the hand and on the left 
temple. These lesions were photographed, and biopsy was done. The one on the 
hand, however, continued to develop rather actively, and it was removed widely 
and deeply by means of the high cutting current. A few weeks later a new lesion 
appeared on either side of the wound, and these were also removed widely and 
deeply. I do not see how I could have left any malignant tissue at the first 
operation, and I trust they were not metastases. Neither of these lesions looked 
anything like lupus erythematosus, although the one on the temple might suggest 
that tonight because it has completely flattened down. Both lesions were typical 
prickle cell epitheliomas with rounded inflammatory borders and warty-looking 
centers. Recently there was a paper on the treatment of an epithelioma by injec- 
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tions of spleen and other tissue extract. Apparently some such biologic phenomenon 
takes place in this patient, which causes the disappearance of some of his lesions 
while others get out of control. I would be interested if anyone has any ideas as 
to investigative procedures that would utilize the clue which this patient apparently 
offers. 


Keratosis Palmaris et Plantaris (Acquired) (Vitamin A Deficiency?). Pre- 
sented by Dr. Htram D. Newron (by invitation). 


Granuloma Annulare (Extensive, Disseminated). Presented by Dr. Joseru 
I. Mirovicy. 


Maximilian E. Obermayer, M.D., President 
Franklin |. Ball, M.D., Secretary 
Dec. 10, 1946 


A Case for Diagnosis (Parapsoriasis? Angioma Serpiginosum?). Presented 
by Dr. Maurice N. Norris. 


A Case for Diagnosis (Cheilitis? Photosensitivity? Lupus Erythema- 
tosus?). Presented by Dr. H. C. L. Lrnpsay and Dr. O. P. HANNeEBAUM. 


A Case for Diagnosis (Erythema Multiforme Type Lesions Due to 
Toxic Foci? Pemphigus? Epidermolysis Bullosa Aquisita? Erup- 
tion Due to Drugs?). Presented by Dr. H. C. L. Linpsay. 


A Case for Diagnosis (Erysipelas Perstans Faciei?). Presented by 
Dr. Water F. SCHWARTZ. 


C. B. D., a white man aged 22, suddenly experienced an acute inflammation 
of the skin on the face three and a half years ago when, as a student in Iowa, 
he worked over an acid bath. The process developed to its full extent at the 
onset. There is no seasonal variation; in fact, a severe exposure to the sun 
six months ago did not aggravate the condition. There is pronounced flushing 
and engorgement of the area, lasting only a few days from time to time. No 
subjective symptoms are observed. The condition never entirely clears. Exami- 
nation shows diffuse bluish red engorgement deep in the skin on the central part 
of the face, involving the nose, adjacent cheek areas and extending to the sides 
onto the temporal regions, the lower part of the forehead and the upper lip. The 
skin blanches with pressure. There is a spongy feel, but no increase in skin 
temperature, and there is no scaling. 

Histologic examination of a deep biopsy specimen from the right temporal 
region showed, in sections transversely through the tissue, some thinning of 
the epidermis with a moderate decrease in the number of the cells of the mal- 
pighian layers. The under surface of the epidermis is devoid of rete pegs. About 
some of the blood vessels there is moderate round cell infiltration, and in occa- 
sional parts considerable numbers of round cells are present. A similar infiltrate 
is present about a hair shaft. Occasional sweat glands are still present, and a 
rare sebaceous gland is included in the sections. The greater part of the dermis 
shows little change. There is no evidence of any neoplasm. No treatment has 
been given. 
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DISCUSSION 


Dr. W. H. GorecKerMAN: I would hesitate to make a diagnosis of erythema 
faciei perstans largely because it almost presupposes a fatal reaction. This boy 
did not impress me as being in that particular phase. Persons with such a con- 
dition, of course, sometimes look well, but he seems to be rugged. When he 
mentioned that he had been working with plutonium, I examined him carefully. 
He told me he was involved in that work before he experienced this trouble. 
One wonders whether some radioactive rays may be involved. 

Dr. J. R. Scnottz: The most striking morphologic feature was the sharp 
line of demarcation under both eyes. It did not involve the lids. I could not 
conceive of an ordinary rosacea with such a line of demarcation. The patient 
stated that he does not wear glasses at any time. I am interested in Dr. 
Goeckerman’s suggestion that this lesion may have been based on some little 
known type of radiation. I wonder whether the patient wore protective glasses at 
work. Examination of the histologic section certainly is consistent with lupus 
erythematosus. There was extensive follicular plugging, with masses and col- 
umns of lymphocytes and some basophilic degeneration. I would have been satis- 
fied with the diagnosis of lupus erythematosus. 

Dr. Witt1AM MULVEHILL: From the histologic picture, I think that one 
can readily call this lupus erythematosus. It has patulous follicles with char- 
acteristic lymphocytic filtrate along the hair follicles and blood vessels. Erythema 
perstans is now considered to be a form of disseminate lupus erythematosus. 

Dr. M. E. Opermayer: I thought that this patient had a seborrheic type of 
dermatitis perhaps complicated by sensitivity to light and an element of rosacea. 
He gave a history of having recurrent “pimples” on his face, a feature not 
seen in erythema perstans faciei but suggestive of rosacea. His obviously good 
state of health prevented me from considering acute lupus erythematosus. Never- 
theless, after having studied the section, I was forced to admit that the eruption 
is lupus erythematosus; but I do not believe that the patient has the acute form 
of the disease. 

Dr. Water F. Schwartz: The man originally came to me for another 
complaint and casually asked me for an opinion of the process on his face. 
When he asked me for my diagnosis, he was so impressed by my silence that he 
readily consented to a biopsy. I have seen him when his face was absolutely 
engorged, the delineation was visible across the room and the lesion had a 
spongy feel. A biopsy was made, and, as has been suggested tonight, lupus 
erythematosus was the diagnosis, but I could not see this in the clinical picture. 
No scaling and no aggravation by severe exposure to sunlight make it difficult 
to associate the clinical with the pathologic observations. From a clinical point 
of view, I thought that I would find some peculiar type of hemangioma. Kaposi 
described erythema perstans faciei as a disseminated type of lupus erythematosus, 
and as yet I have not been able to establish this. 


Subacute Disseminate Lupus Erythematosis (Favorable Response to 
Iodine Therapy). Presented by Dr. WALTER F. ScHwartz. 


Nevus Epitheliomatocylindromatosus (Epithelioma (?) Clinically). Pre- 
sented by Dr. Kenneto L. Strout and Dr. CrypE O. Woon. 


Acrodermatitis Chronica Atrophicans, Nodular Type with Facial 
Involvement. Presented by Dr. MaximILiAN E. OBeRMAYER. 
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Thrush, Persisting for Fifteen Years. Presented by Dr. Ben A. Newman. 


H. S., white girl aged 15, presents an illness which dates back to the age 
of 6 months, when an acute inflammation of the mouth with severe edema 
developed. At this time, she was a patient in the Los Angeles Children’s Hospital 
and the diagnosis of thrush was made. Since then she has had persistent lesions 
of the oral mucosa. Treatment had been continuous until three or four years 
ago and included methylrosaniline chloride given locally, curettage and copper 
sulfate administered locally; vitamins of all types, given orally and parenterally 
and liver extract. She was presented at this society five years ago with the 
same condition. 

Physical examination shows the entire oral mucous membrane except the 
dorsal surface of the tongue and hard palate to be covered with a thick milky 
white membrane, flaky and patchy in appearance so that it resembles exfoliating 
mucosa. Some of these membranous patches are easily detached, and others 
are fairly firmly attached to the underlying tissue, so that on forceful separation, 
there is profuse bleeding. The general physical condition of the patient is good; 
the blood cell count and urine were normal; repeated cultures on Sabouraud’s 
medium gave prompt growth of Monilia albicans. 


DISCUSSION 


Dr. J. WALTER Witson: I believe that there should be some evidence of 
tissue invasion before a diagnosis of “thrush” is warranted. This is usually 
manifested by tenderness, ulceration, pain and the presence of bleeding points 
when a portion of the monilial “membrane” is removed. This patient has had 
none of these manifestations at any time, and I believe that the proper diagnosis 
is saprophytic moniliasis. It is possible to obtain cultures positive for Monilia 
albicans from the mouth, intestinal tract and genitalia of many apparently 
normal persons, and many probably harbor the organism for years. The 
dividing line between saprophytic and pathogenic monilial infestation is difficult 
to draw. The factors which cause the development of the disease in the presence 
of this organism in some persons while not in others are not well known. 
It seems probable that deficiencies in some of the vitamin B factors may be 
partially responsible, notably riboflavin and adenylic acid. I believe that local 
chemotherapy would not be successful in any large number of cases such as 
this one, and such attempts might cause breaks in the continuity of the 
membranes sufficient to allow pathogenic invasion. 

Dr. R. W. Hetms (by invitation): I would like to suggest the possibility 
that this is a nevoid condition, in view of the fact it has been present all the 
child’s life. If it were moniliasis of the mouth, I think that there would be 
some reddened eroded areas in the mouth and involvement of the tongue. 
About the culturing of Monilia, one can find that in the normal mouth. I wonder 
whether Sabouraud’s agar or cornmeal agar was used. Sabouraud’s agar would 
reveal only a monilial organism. On cornmeal agar one could see the usual 
waxy growth and on culture mount find terminal chlamydospores if the organism 
present is M. albicans. 

Dr. Ben NEwMAN: This patient was completely studied in the past, and 
at the Mayo Clinic the organism was found in the lesions. 

Dr. R. W. Hews (by invitation) : I would call it a leukoplakia-like verrucous 
lesion of the mouth—possibly the white sponge nevus of the mucosa. 
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Dr. MoLLEuRUS CoupEeRus: This is an exceedingly interesting condition. 
I took a tongue blade and scraped the inside of the cheek. The mucous mem- 
brane was beefy red and not normal. I could not believe that this was a 
saprophytic invasion. I agree with the diagnosis of the presenter. 


Dr. J. WALTER Witson: I believe that this is a saprophytic process involving 
the entire intestinal tract. The organism can probably be cultured from stool 
specimens as well as from vaginal smears. It is entirely possible that cultural 
studies will prove the presence of M. albicans of potential pathogenicity. The 
fact remains that no disease has been demonstrated. I was one of the early 
examiners, and I could see no erythema even after removing a bit of membrane. 
The patient has never complained of discomfort; she said that she is conscious 
of the condition only by constantly chewing small sections of the membrane 
from her cheek. 
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E. W. Abramowitz, M.D., President 


Wilbert Sachs, M.D., Secretary 
March 12, 1946 


Melanocarcinoma with Metastases. Presented by Dr. Maurice J. CostTetto. 


T. M., a woman aged 50, stated that she had observed a match-head-sized, non- 
hairy, black mole on the dorsal aspect of the right great toe in her adolescence. This 
showed no change until a hysterectomy was performed three years ago; the lesion 
then began to increase in size, and when it was first observed by me on Feb. 12, 
1945, it had grown to about eight times its original dimensions. The lesion was 
elevated, coal black and sharply circumscribed, and a reddish brown warty excres- 
cence was observed in its center, distal to which was a fissure. There was enlarge- 
ment of the inguinal lymph nodes. The lesion was excised by a surgeon in February 
and a skin graft performed. In September of that year a crescent-shaped, match- 
head-sized, jet black, satellite malignant melanoma was observed on the cuticle of 
the right great toe nail, which has increased in size. Recently a serous fluid has 
exuded from it. 


Histologic examination by a general pathologist showed that the lesion was a 
malignant melanoma, “relatively benign.” An enlarged node can be palpated in 
the right groin at present. 

The patient has had chronic pulmonary tuberculosis for many years, but has been 
able to work at a gainful occupation without interruption since she was “cured” 
fifteen years ago. 


DISCUSSION 


Dr. Frep Wise: The only therapy I can suggest is amputation of the toe 
and removal of the enlarged lymph node. 

Dr. HerMAN SHARLIT: No one can say where to begin or end the surgical 
treatment. I had a case of this kind in which I recommended amputation of the 
toe; three years later the patient had generalized melanocarcinomatosis. 

Dr. Max ScuHeEeER: I would recommend roentgen therapy. 

Dr. Witsert Sacus: The node should be removed to see whether it is meta- 
static. If it is, I do not believe that anything can be accomplished, but if it is not 
I would suggest amputation. 

Dr. AntHoNy C. CrpoLLaro: I am pessimistic about the eventual outcome of 
patients with melanocarcinoma. However, those who perform radical surgical 
procedures report encouraging results. By and large, the prognosis is grave. 

Dr. Isapore Rosen: I agree with those who believe that the node in the groin 
should be removed first to see whether it shows metastasis. Often these conditions 
are only of an inflammatory character. 

Dr. Georce C. ANprews: I did not see the patient, but I agree with Dr. Sachs 
that it is wise to remove the lymph node and examine it before one determines the 
kind of treatment. A roentgenogram of the chest should also be taken. In regard 
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to Dr. Cipollaro’s remarks, I presented a patient before this society who had a 
melanoma of the glans penis. That tumor was removed and grown in tissue culture, 
and the tissue cultures were implanted and grown into a second tissue culture. It 
was shown to be an embryonic type of tumor. 


Dr. Maurice J. Costetto: When I first saw the patient for this disease, she 
presented a lesion which was about half-dime sized on the dorsal surface of the 
right great toe. The melanotic mole from which it arose had been present since 
childhood. It began to increase in size after a hysterectomy. This might well have 
been coincidence, but nevertheless it offers argument for speculation. The surgeon 
excised the lesion and replaced it with a skin graft. The procedure was decided on 
by him because the pathologic report concluded with “melanocarcinoma, relatively 
benign.” In addition, the patient had pulmonary tuberculosis of the quiescent 
fibrotic type, and the surgeon concluded that the enlargement of the right inguinal 
lymph nodes was due to secondary infection. The latter conclusion was, in a mea- 
sure, an accurate one, because lymphadenitis completely disappeared after the lesion 
on the toe was excised. Recovery was uneventful until six months ago, when a 
black speck developed on the outer aspect of the nail fold. The surgeon now intends 
to amputate the toe and remove the femoral and inguinal lymph nodes which have 
become enlarged again. A roentgenogram of the lungs shows no metastases to these 
organs. The surgeon hesitated in this case because of the pathologist’s report and the 
presence of tuberculosis of the lungs. . 


Nore.—Since the patient was presented before this society, the affected toe 
has been amputated, and twelve of the fourteen lymph nodes excised showed meta- 
static melanoma. One cannot help concluding that either an extensive operation 
should be performed as soon as the diagnosis is made in cases of malignant melanoma 
or the patient should not be disturbed at all. 


A Case for Diagnosis (Tuberculosis Miliaris?). Presented by Dr. Davin 
BLoom. 


Subacute Disseminated Lupus Erythematosus Resembling Psoriasis. Pre- 
sented by Dr. Isapore Rosen. 


Nevus Flammeus. Presented by Dr. ANTHONY C. CIPOLLARO. 


A. R., a girl aged 15, has had an eruption involving the entire left lower 
extremity since birth. There has been no special change in the disease since it 
first appeared. Recently she has had swelling of the affected extremity and pain 
when she stands. There appears to be shortening and a deformity of the involved 
leg, the greater part of which is involved in a light purplish nonelevated lesion. 
There are no cutaneous changes other than the discoloration. 


DISCUSSION 


Dr. Davip Bioom: The left leg seems to be longer than the right. Besides 
the nevus flammeus on the left, there are also varicosities, which may be assumed 
to be the cause of her pain when she stands. 


Dr. Frank C. Comspes: I would not be surprised if the lesion were more 
extensive than it appears. I think that the venous sinuses suggest that, and I wonder — 
whether there is any evidence of sinuses on the labia majora. The lesion may 
extend all the way into the pelvis. 
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Dr. W1LBERT SAcus: I have seen a few cases of this condition, and the diagnosis 
was diffuse capillary angioma. It may be arterial rather than venous. There are 
small foci of capillaries. One patient had elephantiasis due to this type of nevus. 

Dr. Georce M. Lewis: I think that we are jumping to conclusions. There 
is no evidence that the varicosities are connected with the nevus flammeus. It is 
possible and probable, but some obstruction above should also be considered which 
might be causing the varicosities. 


A Case for Diagnosis (Tuberculid?). Presented by Dr. Max ScHErr. 


E. W. Abramowitz, M.D., President 


Wilbert Sachs, M.D., Secretary 
April 9, 1946 


Iododerma, Parotitis and Incipient “Iodism.” Presented by Dr. Grorce M. 
LewIs. 


E. A., a white man aged 52, was first seen this afternoon with a widespread 
polymorphous eruption, moderate soreness and swelling of the parotid glands 
and slight mental confusion. The eruption was accompanied with moderate 
pruritus on the body and considerable pain and distress in the face. The patient 
had been taking strong iodine solution for six months. Lesions were first noted 
on the abdomen in mid-February, with development of new areas of involve- 
ment on the face, neck, back and extremities during the next few days. The 
parotid swellings and the mental confusion were of more recent onset, while the 
diffuse involvement of the face followed the application of a lotion containing 
phenol. 

Scattered over the body are numerous purplish red and slightly elevated coin- 
sized lesions, with evidence of previous central bullous formation. There are 
many perifollicular hemorrhagic lesions on the thighs. There is a diffuse ecze- 
matoid dermatitis on the face and neck. The parotid glands are slightly enlarged. 


DISCUSSION 


Dr. IsaporE RosEN: It is interesting to see a patient who has definite erup- 
tion due to iodides. This is suggested clinically by the follicular and pustular 
character of the lesions. When patients are taking several drugs at the same 
time, all of which may produce cutaneous eruptions, such as the barbiturates, 
iodides and bromides, it is important to recognize the one which is responsible 
for the manifestations in the skin. 

Dr. Max ScuHeEER: I doubt whether the mental confusion is due to iodides. 
Of course it occurs in bromism, but I do not recall having seen a case of mental 
confusion from iodides. 

Dr. THeEoporE RosENTHAL (by invitation): The generalized eruption, 
together with enlargement of the parotid gland, brings to mind the parotitis that 
occurs in secondary syphilis. Dr. Chargin and I studied a case of parotitis asso- 
ciated with a generalized syphiloderm (Arcu. Dermat. & Sypu. 24:236-246, 
[Aug.] 1931), and at first glance there were many clinical similarities to this 
case. Of course laboratory studies, together with the appearance of the erup- 
tion, would rule out syphilis in this case. 

Dr. Witeert Sacus: I was under the impression that iododerma with hem- 
orrhagic bullous lesions is frequently associated with renal involvement. 
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Dr. E. W. Asramowitz: Facial, pharyngeal and intraoral edema and swell- 
ing of salivary and thyroid glands in cases of sensitivity to iodides were reported 
by F. Parkes Weber in the Brit. J. Dermat. (35:169-180, 1923). Prolonged 
administration of iodides has caused atrophy of the testicles. Mental iodism, 
like the mental condition due to bromides, has been reported. It is interesting 
that such patients may be free of any eruption due to drugs. The eruption in 
iododerma is commonly seen in the mouth, but not in bromoderma. It would be 
interesting to see how this man reacts to fluorides. 

Dr. George M. Lewis: This man holds a responsible position in his firm. 
His story that the mental changes are coincidental with the other changes would 
indicate that the mental disturbance is intimately connected with the effect of 
iodides. One point I would like to bring up is in connection with the treatment 
of a patient of this type. He has undoubtedly stored a good deal of iodide, and 
I think that it is dangerous to start immediately with intravenous administra- 
tion of sodium chloride. I contemplate giving small doses of salt by mouth, 
and perhaps later by vein. 


Xanthelasmoidea. Presented by Dr. Maurice J. CosTE.to. 


M. C., a boy aged 8 months, is presented from Lenox Hill Hospital with a 
half-dime-sized, sharply circumscribed, flattened, slightly elevated, smooth, non- 
hairy, lobulated lesion with xanthelasmic color, which has been present since birth. 
The lesion is nonpruritic, does not change in color on pressure and has not grown 
unduly in size. There are no similar lesions elsewhere on the body. 


DISCUSSION 


Dr. Daviy Bioom: This eruption is seen not infrequently in infants. It 
appears at birth or soon after and has a tendency to disappear in the first years 
of life. It is a xanthomatous nevus and has therefore been designated by some 
authors as xanthelasma neviforme (Polano, M. K.: Arch. f. Dermat. u. Syph. 
181:139, 1940). 

Dr. Witpert SacHs: Xanthelasmoidea is a form of urticaria pigmentosa. 
Biopsy would tell whether it is urticaria pigmentosa or xanthoma. One gets the 
impression of mycosis fungoides in xanthelasmoidea until the methylene blue 
stain shows the mast cells. 

Dr. Frep Wise: I suggest the diagnosis of nevoxanthoendothelioma, which 
is apparently a nevoid lesion. 

Dr. Georce C. ANpREws: Those lesions are more pinkish than this one. 
Is this not just a juvenile type of xanthoma? 

Dr. Frank C. Comspes: I do not know any way to differentiate xanthoma 
clinically from the nevoxanthoendothelioma of McDonagh. Of course, it is 
unusual to have xanthelasmoidea. I think that the only solution is histologic 
examination. They look exactly the same. Xanthelasmoidea will eventually flat- 
ten down and disappear, whereas the other disease will persist indefinitely. 


Lupus Erythematosus. Presented by Dr. Grorce C. ANDREWS. 


A Case for Diagnosis (Verrucae Acuminatae? Infectious Granuloma? 
Dermatitis Vegetans?). Presented by Dr. THomas N. GraHam. 


A Case for Diagnosis (Dermatitis Venenata? Virus Infection?). Pre- 
sented by Dr. Greorce C. ANDREWS. 
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Herpes Gestationis. Presented by Dr Jack Wo r. 


Lup:is Erythematosus Benefited by Suramin Sodium (Naphuride®). Pre. 
sented by Dr. Davin BLoom. 


D. K., a woman aged 38, has been treated at the Skin and Cancer Clinic 
since February 1943 for disseminated chronic, discoid lupus erythematosus involv- 
ing the face, chest, upper part of the back, upper extremities and scalp. The 
eruption has been present since 1936. 

When first seen in 1943 the patient presented on both cheeks, on the 
nose and around the mouth erythematous patches covered with thick silvery 
scales. Both arms, the upper part of the chest and the back showed similar 
lesions of various sizes. On the scalp there was an erythematous, slightly 
depressed spot, bald and covered with shiny skin, the size of a silver dollar. 

During the past three years the patient has been treated with numerous 
injections of bismuth compound and liver extract without any appreciable effect 
on her eruption. Laboratory examinations revealed nothing abnormal except 
for a leukocyte count which in 1943 was as low as 3,950 per cubic millimeter and 
which since then has been about 5,000. 

Since December 1945, the patient has received intramuscular injections of 
suramin sodium given in doses of 13 Gm. at weekly intervals. After the third 
injection the patient experienced a temperature of 101 to 103 F., which started 
five hours after the injection and persisted for about two days, associated with 
articular pains. The weekly dose was then reduced, first to 0.16 Gm. and then 
gradually raised to the original dose of 0.33 Gm., which the patient then 
tolerated well. After six injections there was considerable improvement in 
the eruption, which became much less scaly and less erythematous. She received 
altogether fourteen injections of suramin sodium, amounting to a total dose of 4.5 
Gm. The eruption on the face and in the other areas shows diminution in the size 
of the plaques, which are much less scaly and less erythematous. The urine 
and the blood were frequently examined during the administration of the drug 
and found to be normal. 

DISCUSSION 


Dr. Davin Broom: I have observed this patient for the past three years 
and saw no significant benefit from any kind of treatment. Because of the low 
leukocyte count I did not attempt gold compound therapy. On the advice of Dr. 
Rosen I gave the patient small doses of suramin sodium and for the first time 
in years there was a remarkable improvement in the eruption. Germanin® 
(German name for suramin sodium) in the dosage given for pemphigus proved 
to be a dangerous drug, but given once a week in small doses intramuscularly 
it seeems to be safe. It was interesting to read in Jadassohn’s textbook 
(Dermatologie) that germanin® may be administered intramuscularly in a dosage 
of 0.1 Gm. once weekly for a long period. However, it is wise to watch the 
urine and the blood, as cases of granulocytopenia have been reported from its use. 


Secondary Syphilis with Chancre of the Right Nipple. Presented by Dr. 
NATHAN SOBEL. 


Oculomotor Nerve Palsy Following Lumbar Puncture. Presented by Dr. 
NATHAN SOBEL. 


J. H., a man aged 54, is presented from the Central Social Hygiene Clinic 
of the New York City Department of Health. He was treated for early syphilis 
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in 1917. The treatment was adequate, and since 1926 the Wassermann reaction 
has remained negative. For the past seventeen years the patient has had diabetes, 
treated with insulin and dietary measures by his physician. 

The patient was referred by his physician on March 12, 1946, for a spinal 
tap, which was performed on that day and which was followed by a severe 
headache which lasted three days. On March 21 the patient complained of 
double vision, which has persisted. 

Ophthalmologic examination by Dr. Charles Becker revealed moderate right 
blepharoptosis. The pupils were slightly unequal; both were round and central 
and reacted readily to light. There was a paralysis of the right internal rectus 
muscle with diplopia in all fields except when the eyes were directed to the right. 
The right fundus was normal; the left showed extensive showers of cholesterin 
crystals in the vitreous. The diagnosis was paralysis of the third nerve. 

There was a trace of globulin in the spinal fluid, and red blood cells were 
present. The Wassermann reaction of the spinal fluid was negative, as was 
the colloidal gold reaction. 

DISCUSSION 

Dr. Jutrus H. Pottockx (by invitation): About three years ago I had 
occasion to see a patient with neurosyphilis who after a lumbar puncture had 
ophthalmoplegia of the right eye. About a year ago I saw another patient who 
had paralysis of the left abducens after lumbar puncture. This patient’s spinal 
fluid was normal. There is not much in the dermatologic literature either 
citing such cases or explaining their cause. I have spoken to many neurologists, 
who perform lumbar puncture more frequently than dermatologists do, and it is 
their impression that paralysis of cranial nerves is seen occasionally after spinal 
tap or spinal anesthesia, so that its occurrence cannot be regarded as an extreme 
rarity. They further do not believe that the occurrence is related to any particu- 
lar pathologic condition, inasmuch as it may occur in normal patients as well. 
They had no explanation for the complication. 

Dr. NATHAN Soper: I saw one of the patients Dr. Pollock referred to. 
As far as the cause of this phenomenon is concerned, I do not believe that 
anyone can explain it. The prognosis is generally good. As a rule, these 
patients completely recover the motor power of the third nerve. 


Yellowing of the Skin, Mucous Membrane Lesions and Nail Changes 
Due to Quinacrine Hydrochloride (Atabrine®). Presented by Dr. 
E. W. ABRAMOWITZ. 


A Case for Diagnosis (Bromoderma?). Presented by Dr. Isapore Rosen. 


E. W. Abramowitz, M.D., President 


Wilbert Sachs, M.D., Secretary 
May 14, 1946 


A Case for Diagnosis (Lichen Planus? Lichenoid Sarcoid?). Presented 
by Dr. Maurice J. CosTeLo. 


L. B., a woman aged 26, was first seen by me in 1943. At that time she had 
eczema with lichenification involving the labia majora and the perianal regions, 
which disappeared after one application of low voltage roentgen rays. She had, 
and still has, a bizarre plaquelike eruption which covered the midportion of the 
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back from the seventh dorsal vertebra to the sacral region. She claimed that this 
followed a severe contusion and resulting hematoma of the skin which occurred 
when she fell on her back while roller skating. This eruption is sharply margi- 
nated, brownish, appreciably depressed beneath the surrounding normal skin and 
traversed by elongated delicate veins. 

She also has irregular reticulated areas of hyperpigmentation and possible 
atrophy involving the inframammary and left deltoid regions. Recently annular, 
hyperpigmented scaly somewhat atrophic lesions developed below the lower 
eyelids and the inner aspect of the left elbow. She has an umbilicated lilac- 
colored papular lesion on the dorsal aspect of the right wrist. Biopsy specimens 
were taken from the lesion on the back and the upper outer aspect of the left 
arm by Dr. Klumpp several months ago. Both showed a normal epidermis, no 
nevus cells and no cellular reaction. Dr. Klumpp thought of eruption due to 
drugs or vitamin C deficiency. The patient has arrested pulmonary tuberculosis. 


DISCUSSION 


Dr. Frep Wise: This form of eruption was described by Thiebiérge and by 
Tenneson under the name of scleroderma atrophicans. In this patient I believe 
that there is one lesion of lichen planus on the back of the hand; two different 
cutaneous diseases are present. A widespread pigmented eruption on the torso 
is one of the rare manifestations of atrophic scleroderma with hyperpigmentation. 
(Jadassohn, J.: Handbuch der Haut-u. Geschlechtskrankheiten, Berlin, Julius 
Springer, 1931, vol. 8, p. 731.) 

Dr. Davin Bioom: Such cases, but with less pronounced depression of the 
lesions, have been presented before this society (ArcH. Dermat. & Sypn. 57:223 
[March] 1945). Microscopic examination in one instance showed the features 
of scleroderma. 

Dr. Maurice J. Costetto: The lesion on the back has been present for 
eighteen years. The lesions in the inframammary and left deltoid regions and 
on the inner aspect of the thighs have been present for three months. It is interest- 
ing to conjecture as to whether the fall she had in childhood had anything to do 
with the development of the scleroderma on her back. I believe that the discrete 
annular atrophic lesions on her body are those of lichen planus. 


Atopic Eczema Accompanied with Juvenile Cataracts. Presented by Dr. 
Maurice J. Coste.io. 


F. G., a boy aged 18, has had a generalized pruritic eruption for a number 
of years, accompanied with attacks of asthma which were precipitated by cat 
hair, dog hair, chicken feathers and ragweed. The eruption is particularly severe 
on the scalp, face, cubital and popliteal spaces and the hands. The eruption is 
lichenified, oozing, crusted, hyperpigmented, excoriated and accompanied with 
edema, redness, and secondary infection of the face and hands. He has a mature 
cataract of the right eye and a beginning similar lesion of the left eye. 

While hospitalized at Bellevue the patient had pneumonia twice, and although 
extremely ill on these occasions he recovered after large doses of penicillin. He 
has just returned from a sojourn in Florida. He has shown considerable improve- 
ment. He is presented for suggestions as to therapy. 


DISCUSSION 


Dr. Frep Wise: I have had the best results in cases of this kind with daily 
intravenous injections of a preparation of calcium gluconate and a bromide salt. 
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In my experience, it is usually necessary to immobilize the arms of patients to 
prevent scratching, more especially at night. Padded balsa wood splints are used. 


Dr. Samuet M. Peck: I would like to detail some of my experiences with 
the new antispasmodics. I have been disappointed in the use of diphenhydramine 
hydrochloride (benadryl®) in cases of neurodermatitis. I have obtained ameliora- 
tion in 1 or 2 cases, perhaps. If these generalized atopic dermatitides are based 
primarily on a real type of sensitivity and eczematization is secondary, it seems 
strange to me, unless patients are being treated too late, that relief from itching 
hasn’t been attained with benadryl.® Another drug said to be especially good in 
these cases is anthallan® (coal tar derivative). My results with this have been 
equally disappointing. Other observers assure me that the reason my results 
were not as good as theirs is that one must give 200 to 300 capsules (1 to 1.5 Gm.), 
even as much as 15 a day, to obtain results. In spite of my having given that amount 
over a period of months, by and large the results have been disappointing. I 
have had several patients, especially children, who have taken about 12 to 15 
capsules a day and have apparently improved, that is, the recurrences are mild. 
I know that these patients have periods of exacerbation and improvement, but 
patients in whom the disease is associated with asthma get along especially well. 
I have tried the suggestion of Goldman to relieve itching with aminophylline 
given intravenously. On the wards at Mt. Sinai Hospital there is a patient, a 
man, who has had a pruritic eruption, most likely a chronic discoid and lichenoid 
dermatosis type of disease. It is not neurodermatitis. I began to give half the 
dose, and periods of remission occurred. By giving the amounts Goldman rec- 
ommends, I obtained just the opposite. Every time I have given this patient 
full doses, there has been a pronounced exacerbation of itching. On the wards 
of the hospital the interns have been trying intravenous injections of procaine 
hydrochloride, and I have been surprised at the results, which are certainly better 
than with calcium bromide. I have tried calcium bromide and gluconate with 
good results in some instances. 

Dr. Maurice J. Cosretto: I have tried benadryl,® anthallan® and tripelenna- 
mine hydrochloride (pyribenzamine®). Anthallan® has been of no value in my 
experience. Benadryl® may cause drowsiness, and I know of 2 patients who had 
fainting spells following its administration. One had convulsive movements after 
taking 4 capsule (25 mg.) and this was repeated after a smaller dose. Most 
patients will complain of some dizziness and many complain of drowsiness. 
Juvenile cataracts occurring in association with atopic eczema, I believe, are 
due to the trauma of rubbing the eyes to relieve itching. I saw this boy stroking 
his eye forcibly to relieve pain, and I examined him expecting to find a cataract. 


Mycosis Fungoides with Histologic Picture of Reticulum Cell Sarcoma. 
Presented by Dr. Frep WISE. 


A Case for Diagnosis (Leprosy? Sarcoid?). Presented by Dr. Max SCHEER. 


Necrobiosis Lipoidica Diabeticorum. Presented by Dr. Grorce M. Lewis. 


A Case for Diagnosis (Poikiloderma? Generalized Dermatitis Atrophi- 
cans?). Presented by Dr. E. W. ABRAMOWITZ. 
P. C., a man aged 61, came to the Skin and Cancer Clinic complaining of a 
generalized eruption of twenty years’ duration. The entire skin is involved, show- 
ing erythema, with branny scaling which is most pronounced on the abdomen, 
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thighs and buttocks. A positive Nikolsky sign was obtained on the back when 
the patient was first seen. The elbows, buttocks and thighs show, also, wrinkling 
which strongly suggests atrophy of the skin. The face and the extensor surface 
of the forearms show hyperpigmentation in addition. The glands are not enlarged. 
The biopsy diagnosis was poikiloderma. The past and family histories were 
noncontributory. The Wassermann reaction of the blood was negative. The 
results of blood cell and differential counts have not been reported yet. 


DISCUSSION 


Dr. Frep Wise: My impression is different than that of the pathologist. 
This patient has a universal atrophy of the skin which is wrinkled, with the 
blood vessels shining through. Cases of this kind were described in 1910 by 
Finger and Oppenheim with the diagnosis of dermatitis atrophicans progressiva. 
I know of no type of mycosis fungoides preceded by atrophy. In this case, poikilo- 
derma as well as infiltration is absent. 

Dr. Davin Bioom: Cases of poikiloderma are reported which have lasted 
ten or twenty years, and then manifestations of mycosis fungoides developed. 
This patient shows in some areas, such as the gluteal regions, the posterior aspect 
of the thighs and the elbows, the clinical appearance of poikiloderma, which jus- 
tifies the consideration of this diagnosis in the patient. 

Dr. E. W. Asramowitz: When this patient was first observed, there was 
considerable redness and ‘scaling of the entire body, including the face. The skin 
loosened easily on rubbing (Nikolsky’s sign). The eruption, if viewed from the 
location on the lower extremities, was typical of acrodermatitis chronica atrophi- 
cans. It was, however, too generalized, and some form of atrophoderma was 
considered. Jacobi’s poikiloderma is a possibility, but in my opinion this is not 
the final diagnosis. 


Contact Dermatitis (Rubber Gloves?). Presented by Dr. Georce M. Lewis. 


A. G., a 40 year old Negro housewife, is presented from the New York Hos- 
pital because of a peculiar hyperkeratotic folliculopapular eruption limited to the 
right wrist and adjacent surface of the forearm. She had been bothered with 
chronic eczema of the hands for the past year, while for several months prior 
to the onset of the present trouble and up to the present time a rubber glove has 
been worn on the right hand. The present illness began one month ago as a few 
areas of follicular accentuation but has steadily grown worse. The patient has 
incidental, well treated, late latent syphilis. Circling the right wrist and lower 
part of the forearm is a closely set folliculopapular eruption, the individual lesions 
of which are hard brownish conical papules, surmounted frequently by discrete 
hyperkeratotic spines. Some of these follicular plugs can be removed by pressure. 


DISCUSSION 


Dr. SamMuet M. Pecx: Contact dermatitis from rubber gloves occurred in 
almost epidemic proportions about eight months ago before one manufacturer 
withdrew his product from the market. The gloves contained either an anti- 
oxidant or an accelerator which was the causative agent. The follicular type of 
dermatitis which this patient presents comes in my experience only from contact 
with the petroleum hydrocarbons and tar. Even then, with follicular hyperkeratotic 
papules, there is definite hyperpigmentation. I was able to tell from histologic 
examination what the occupational cause was, whether petroleum hydrocarbons, 
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tar products or the like. I do not know of any other chemical outside of that 
group which will produce this dermatitis. Certain waxes will do it, but I do 
not know whether ordinary petrolatum as sold in the pharmacy can cause it, 
so that I do not see how a diagnosis of ordinary contact dermatitis can be made 
here. It is an unusual reaction. 

Dr. Frep Wise: May I ask whether rubber gloves might contain a tar 
product ? 

Dr SAMUEL M. Peck: I doubt it. I do not know of any. 

Dr. Davip Bioom: Does not the fact that the involvement is of the lower 
part of the forearm rather than the hand speak against contact dermatitis from 
the rubber glove? 

Dr. Jack WotF: In defense of Dr. Lewis’ diagnosis is the sharp limitation 
at the upper part of the glove, and also the fact that there are definitely hyper- 
keratotic lesions instead of the comedo and pustule which results from contact 
with hydrocarbons and tars. The eruption may not be one of hypersensitivity 
but is nevertheless suggestive of contact dermatitis. 

Dr. ANTHONY C. Crpottaro: I do not believe that dermatitis of the wrist 
and lower portion of the forearm from a rubber glove without a dermatitis of the 
hands is unknown. I have had several such cases, and observed 1 in my office 
only yesterday. If this eruption is not caused by rubber gloves, I do not know 
what else would have produced it. 

Dr. Georce M. Lewis: I saw the patient for the first time this afternoon, and, 
while I questioned her carefully, I was unable to get any leads regarding the 
cause, except rubber gloves. I will make tests and also a biopsy. 


Lichen Pilaris Seu Spinulosus. Presented by Dr. Jack Wo -rF. 


Dermatitis Herpetiformis; Dermatitis Medicamentosa and Neuritis 
(Arsenic). Presented by Dr. Grorce M. Lewis. 


A Case for Diagnosis (Lichen Planus? Secondary Syphilis?). Presented 
by Dr. Georce M. Lewis. 


Nevus Unius Lateris with a Microscopic Picture of Psoriasis. Presented 
by Dr. Georce M. Lewis. 


Psoriasis Guttata (Secondary Psoriasiform Syphilis?). Presented by Dr. 
Maurice J. CosTe.to. 


Iododerma; Iodism. Presented by Dr. Greorce M. Lewis. 

E. A., a man aged 52, was previously presented before this society on April 9, 
1946. He had taken strong iodine solution for six years after a thyroidectomy. 
Cutaneous lesions first appeared in February, with gradual progression. After his 
presentation at the last meeting, the patient was given salt by mouth beginning 
with 15 grains (97 mg.) daily and increasing to 30 grains (194 mg.) daily. After 
one week he was given an intravenous infusion of 500 cc. of isotonic sodium 
chloride solution, and this was repeated on three subsequent days. About two 
hours following the last infusion there developed shaking chills and a temperature 
of 102 F., accompanied with headache which gradually increased in severity. 
There were some nausea and general malaise. Examination showed that the old 
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erythema multiforme-like lesions were the sites of multiple hemorrhages, and 
there were, in addition, many other purpuric lesions in previously uninvolved 
areas on the body. The oral mucosa was normal. The patient was hospitalized, 
and the white blood cells were found to number 2,400; a transfusion of 500 cc. 
of whole blood was administered. Following the transfusion there was temporary 
improvement, but the following day the headache again became severe, the patient 
was drowsy and slightly confused, the temperature remained elevated and his 
cutaneous lesions had become more inflamed. Because of the possible encephalopathy, 
500 cc. of dextrose solution (10 per cent) was administered intravenously and 
repeated on two successive days. The systemic symptoms then rapidly disappeared, 
and the tendency to hemorrhagic lesions diminished. After an interval of several 
days, salt therapy was cautiously resumed (5 grains [32 mg.] three times daily). 
There was an immediate exacerbation of the eruption with new purpuric lesions, 
accompanied with headache and a drop in leukocytes. During this month of 
observation there has been a consistent mild rise of temperature in the afternoon. 

The appearance has altered considerably from the April presentation in that 
there are no target lesions now present and the contact dermatitis of the face 
has subsided. There are still fresh hemorrhagic lesions of the legs. Disseminated 
over the body are small plaquelike lesions, many of which show scaling, with a 
fine diffuse involvement of the face and neck. 


DISCUSSION 


Dr. IsaporE Rosen: I believe that the use of salt intravenously in cases 
in which iodides are responsible for the eruption should be approached with 
caution because of the severe reactions which follow such administration. This 
case illustrates the fact. I have had a similar experience in which this type of 
therapy was carried out in a patient with an eruption due to iodides. 

Dr. Frep Wise: Do I understand correctly that the patient received 5 
grains (32 mg.) of sodium chloride and that amount caused an exacerbation? 
The man gets 5 grains of salt with a single meal. I do not see how it could 
cause an exacerbation unless iodized salt was used. 

Dr. HERMAN SHARLIT: He would get 8 to 10 Gm. of salt a day in food. 
I do not know whether 0.5 Gm. or 0.3 Gm. could cause such an exacerbation. 

Dr. MrHRAN B. PAROUNAGIAN: This is more than iododerma. I think that 
it is generalized lupus erythematosus, and I do not believe that the administration 
of salt had anything to do with it. 

Dr. Maurice J. CosteLtto: The eruption and its distribution are suggestive 
of acute lupus erythematosus, as is also the leukopenia. I think that the erythrocyte 
sedimentation rates should be determined and that the patient should be given 
crude liver extract, 3 cc. three times a week. 

Dr. FRANK Cormia (by invitation): The erythrocyte sedimentation rate was 
normal. 

Dr. Maurice J. Costetto: I believe that that would rule out lupus erythe- 
matosus. 

Dr. SAMUEL M. Peck: All speculations as to why the ingestion of a small 
amount of salt could produce a given result do not detract from the observations 
Dr. Lewis has made. He gave salt tablets and an exacerbation occurred. One 
might argue that the cause could be in the enteric coating and ask Dr. Lewis 
to make the test with ordinary table salt. When a certain procedure has been 
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carried out and the results are recorded by a good observer, these observations 
cannot be disregarded. The reasons for them are something else. 

Dr. Frep Wise: I understand from reading the articles of Montgomery of 
the Mayo Clinic that the diagnosis of acute lupus erythematosus is not always 
readily confirmed by microscopic examination, so that it is possible that this is 
acute lupus erythematosus in which the histologic change is not characteristic or has 
not had time to develop. 

Dr. E. W. AprAmowitTz: I agreed with the diagnosis of iodism because the 
patient had an enlargement of the parotid glands, was mentally disturbed, had 
some fever and had been taking iodides. The eruption was of the erythema iris 
type and purpuric. My co-workers and I had a patient at the Skin and Cancer 
Unit who received iodides for hyperthyroidism and who had an eruption believed 
at first to be due to the iodides. On further observation this eruption turned 
out to be disseminated lupus erythematosus. One fact remains to be explained, 
and that is why 5 grains of sodium chloride caused an aggravation of the 
eruption and particularly purpura. It is possible for an intravenous injection 
to cause a release of iodides into the circulation. Deaths have been attributed to the 
administration of isotonic sodium chloride solution to patients with mental bromism 
or iodism in whom dangerously large amounts of these elements were already 
present in the body fluids. Although it is unusual to see disseminated lupus 
erythematosus in a man of this patient’s age, the possibility must be entertained 
at present. I never heard of lupus erythematosus activated by sodium chloride. 

Dr. Maurice J. CostTeLtto: Strong iodine solution has been advised in the 
treatment of acute lupus erythematosus. If this patient has that disease, it is 
odd that it should be precipitated by the administration of that particular drug. 

Dr. FRANK CormiA (by invitation): The reaction to the patch test with 
25 and 50 per cent potassium iodide was negative. 

Dr. GeorcE M. Lewis: At the last meeting of this society there was unanimous 
agreement that this patient had an eruption due to iodides. We start, then, with 
the premise that this man had a proved eruption due to iodides and iodism. 
It would seem logical to assume that allergy might be invoked to explain both 
the cutaneous and the cerebral symptoms. I have entertained a diagnosis of lupus 
erythematosus, but have nothing to substantiate that impression. The white 
blood cell count has fluctuated so much that the leukopenia which was present 
at times may probably be disregarded. The erythrocyte sedimentation rate was 
normal; the kidneys were apparently free of disease, and results of tests of hepatic 
function were normal. At this time I still favor the diagnosis of iododerma and 
iodism. 

David Bloom, M.D., President 


Wilbert Sachs, M.D., Secretary 
Oct. 8, 1946 


A Case for Diagnosis (Acrodermatitis Chronica Atrophicans? Majocchi’s 
Disease? Telangiectasia?). Presented by Dr. E. WiLtt1am ABRAMOWITZ. 


Sycosis Vulgaris. Blepharitis. Presented by Dr. ANTHONY C. CIPOLLARO. 


M. L., a man aged 45, was first seen by me on Aug. 14, 1946. Seven years ago 
a rash developed on the upper lip, which gradually spread to the chin and the 
eyelids. The eruption became so severe that it caused ectropion of both lower eye- 
lids. The patient had been treated with topical remedies unsuccessfully. 
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The patient has lesions typical of sycosis vulgaris affecting the upper lip and 
the chin. The eyelids are everted. There is constant lacrimation. The lashes on 
the lower lids are absent, causing deformity. The ectropion, of course, is part 
of the picture of the sycosis vulgaris. 

The patient was treated with compresses of hot boric acid solution during the 
daytime, and at bedtime he applied 3 per cent ammoniated mercury ointment. He 
was given Staphylococcus toxoid injections at weekly intervals and low voltage 
(70 kilovolts) unfiltered roentgen therapy, in doses of 75 r each week. Up to 
September 26 he received a total of seven treatments, with substantial improve- 
ment in the condition. 

DISCUSSION 

Dr. THomas N. GraHam: Since the eye can stand as much roentgen radiation 
as the skin, there is no danger in treating the eyelids. This has been proved by 
Jones and Alden (Roentgen Ray Treatment of the Eye, Arcn. Dermat. & Sypu. 
43:92-98 [Jan.] 1941). I have seen a number of patients from the New York 
Eye and Ear Infirmary treated for conditions of the eye such as corneal ulcer, with 
the dosage as high as that used on the skin—as many as twelve exposures of 
75 r each. No damage resulted to the eyelids or to the eyes. 

Dr. Jack Wotr: Dr. Cipollaro has obtained a good result in this case. I do 
not know how many of us have used roentgen rays in the treatment of dermatitis 
of the eyelids. I know that during the years I was associated with Dr. Wise we 
used roentgen rays on eyelids and were not particularly afraid, and we had no 
bad results. I think that this patient would now probably profit from treatment 
with brilliant green. 

Dr. Greorce M. Lewis: Since the cilia are epilated by the disease, there may 
be regrowth of hair, and, if so, it will be interesting to see whether there is a 
recurrence. However, the result at this time is good, and Dr. Cipollaro is to be 
congratulated. 

Dr. HerMAN SHARLIT: The result is excellent. I would like to know how 
much credit Dr. Cipollaro gives to the roentgen treatment and how much to the 
topical remedies he used, each of which might be effective. I know nothing about 
the possibility of harm resulting from exposing the eyeball to roentgen rays 
directly, but I never do it. I do not want to take the responsibility, even though 
it may be safe. 

Dr. E. W. AprAmowitTz: Dr. Cipollaro has been fortunate to obtain an excel- 
lent result in a type of case which gives so much trouble. Ammoniated mercury 
is still one of the most effective remedies for sycosis in my experience. Barring 
sensitivity to mercury, these patients usually show improvement. Another impor- 
tant point here is that improvement in the eruption was coincidental with the 
stopping of the nasal discharge. I have questioned patients who had had atopic 
dermatitis for many years and then had cataracts and found that some of them 
had never undergone roentgen therapy. I certainly think that it is safer not to 
expose the eye if it is not necessary, but, if it is necessary, it is good to know that 
there are some patients who can take a certain amount of roentgen rays to the eyes. 
Sycosis sometimes disappears irrespective of the methods used, but relapses are 
common, 

Dr. Maurice J. Costetto: I think that the eye can tolerate a certain number 
of fractional doses of roentgen rays, but I am certain of the fact that large doses 
administered in the treatment of epitheliomas will produce changes in the eye, 
especially cataracts. Cataracts occur much more frequently in atopic dermatitis 











SOCIETY TRANSACTIONS—MANHATTAN 603 


than is generally known. I make it my rule to have an ophthalmologist examine 
these patients soon after their first visit to my office to rule out cataract formation. 
The occurrence of cataracts, even though not large enough to interfere with vision, 
is higher than one would suspect, cataracts which have been present before roentgen 
rays were administered. I inform the physician who referred the patient, but do 
not teli the patient because it may be years before the cataract interferes with vision. 

Dr. Georce C. ANDREWS: Cataract can occur spontaneously in conjunction 
with hemangioma of the lid. I presented a patient with a hemangioma of the 
eyelid accompanied with cataract. She had never received any roentgen or radium 
treatment (Hemangiomas of Orbit with Cataract, Arcu. Dermat. & Sypu. 
53:206 [Feb.] 1946). It is an important case to put on record because of the 
tendency to ascribe cataracts to irradiation. 

Dr. ANTHONY C. CrpoLLaro: I decided to treat the eyelids with roentgen 
rays without using protective eye shields because there is insufficient scientific evi- 
dence that the quality and quantity of radiation administered by dermatologists for 
such conditions are harmful. In fact, the article by Jones and Alden proves the 
reverse to be true. These authors showed that the eyeball tolerates as much as if not 
more roentgen rays than the skin. Therefore, one should not expect any danger 
to the eyeball if the amount of roentgen rays administered is insufficient to produce 
permanent cutaneous changes. Roentgen rays and grenz rays are used at several 
clinics for the treatment of various diseases of the eye and eyelids. There have 
been no reports of damage to the eyeball or eyelids from the use of moderate 
doses of low voltage unfiltered roentgen rays. From the available evidence, I think 
that it is safe for dermatologists to employ limited quantities of roentgen rays in 
small doses for the treatment of lesions of the eyelids. 


Chronic Benign Familial Pemphigus (Hailey-Hailey) of the Axillas, 
Neck and Scalp. Presented by Dr. Max ScHEER. 


Rhinophyma. Presented by Dr. ANTHONY C. CIPOLLARO. 

J. C., a man aged 65, was first seen by me Aug. 14, 1946. Seven years ago 
the nose became red and a pendulous mass began to form, which steadily grew 
to the size of a baby’s fist. He has been embarrassed by the growth but has done 
nothing about it. 

Examination shgwed a tumor about the size of a baby’s fist hanging from the 
nose. The tumor was soft and appeared to be made up entirely of sebaceous glands. 
3ecause the tumor hung in front of the mouth, it interfered with talking and 
eating. The remainder of the nose showed definite manifestations of rhinophyma. 

On September 10, with procaine anesthesia, the lesion was removed with the 
cutting current. Several large vessels had to be ligated with fine surgical gut, 
with purse-string sutures. The entire surface of the lesion was then coagulated. 
There was only slight oozing during the first two weeks of the healing process. 


Parapsoriasis en Plaques Associated with Mycosis Fungoides. Presented 
by Dr. IsADoRE ROSEN. 


Tinea Corporis. Presented by Dr. Jack Wo r. 


M. K., a man aged 63, is presented from the Skin and Cancer Unit with a 
widespread eruption of approximately one year’s duration. During this period 
he has been treated with various remedies by several physicians, without improve- 
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ment. The eruption has continued to spread until it now covers almost the entir: 
body. 

The patient presents a profuse, small papular eruption bordered by numerous 
arciform, erythematous, gyrate and elevated strands of smaller and larger size on 
the torso and extremities. The lesions also extend onto the head and neck. The 
palms are dry, thickened and mildly scaly. All the finger nails of the left hand 
are a dull white, lack luster and at the free margins present a considerable amount 
of subungual hyperkeratosis. The nails of the right hand are unaffected. The 
unilateral involvement of the nails is of considerable significance in the case since 
the patient is a bootblack and frequently his left hand is in the shoe while he 
brushes with his right hand. 





Rhinophyma. A, before treatment; B, after treatment with the cutting current. 


Direct examination of the scales showed many mycelia on culture; Tricophyton 
purpureum was identified. The trichophytin test gave no immediate reaction. 
Histologic examination of a piece of tissue from one of the arciform lesions 
showed only superficial dermatitis (Dr. Charles Sims). 


DISCUSSION 


Dr. Georce M. Lewis: These cases of widespread disease sometimes respond 
well to therapy. The more resistant infections are those which involve the hands, 
feet and nails. Sometimes the milder remedies are better in this type of disease, 
and I would suggest a trial of 3 per cent salicylic acid in 70 per cent alcohol. 

Dr. Wivpert Sacus: An interesting point to me was the well defined sharp 
border of normal skin within some of the lesions. One sees this at times in 
psoriasis and in mycosis fungoides. I do not offer either of these as a diagnosis 
in this case. 
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Dr. HERMAN SHARLIT: I believe that the free areas are not immune and 
that the organism will grow into them. 

Dr. E. Wirt1am ABRAMOwITz: I have seen cases of less extensive disease 
disappear with treatment with benzoic and salicylic acid ointment. Of course, the 
hands and nails, as Dr. Lewis mentioned, would be a problem. 

Dr. Jack Wor: This is as extensive an eruption of T. purpureum infection 
as I have seen. I have had some excellent results with as mild a remedy as boric 
acid ointment, and some respond well to desenex® ointment (contains undecylenic 
acid and zinc undecylenate in an ointment base). Unfortunately, the eruptions 
usually recur. 


A Case for Diagnosis (Lichen Planus Atrophicus? Kaposi’s Sarcoma?). 
Presented by Dr. Max SCHEER. 


Raynaud’s Disease. Presented by Dr. NATHAN SosEL. 


Papulonecrotic Tuberculid of the Lower Extremities (Sarcoid?). Pre- 
sented by Dr. Frep WIsE. 


Favus. Presented by Dr. FRED WISE. 


C. R., an Italian girl aged 18, born in this country, registered at the Skin and 
Cancer Unit on Sept. 17, 1946, presenting lesions of thirteen years’ duration. There 
is no history of a similar infection in her parents, brother or 2 sisters. At 8 years 
of age she was told at the Brooklyn Hospital to have her hair cut off, which she 
refused. No medicine was prescribed. The second time she consulted a physician 
was six months ago; he told her that it was a fungous growth and prescribed a 
salve. The patient applied the salve for several weeks, and the crusts were 
thereby removed, leaving a raw surface. There is occasional itching. 

When first seen there were yellowish crusted patches with pea-sized to large 
shallow depressions. The lesions are located on the anterior and right lateral 
half of the scalp, extending 1 inch (2.5 cm.) from the hair margin of the middle 
of the forehead to the middle of the scalp, downward for an area of 7 inches (17.5 
cm.) and ending 1.5 inches (3.75 cm.) above the lobe of the right ear. On October 
2 the lesions were erythematous with irregular small cuplike depressions which 
appeared atrophic, covered only with fine crusting, denuded of most of the hairs, 
the remaining hairs being matted together. 

Since September 17 the patient has been using a salve containing 2 per cent 
salicylic acid and 5 per cent ammoniated mercury. The Wassermann and Kahn 
reactions of the blood were negative. The hemogram revealed hypochromic 
anemia with a red blood cell count of 4,820,000 and 12.2 Gm. of hemoglobin (76 
per cent). Direct examination showed spores and mycelia. Examination with 
the Wood filtered light showed a greenish fluorescence of the hairs. The culture 
showed the characteristics of Achorion schoenleini, the colonies being waxy 
looking with many folds. 

DISCUSSION 


Dr. NATHAN Sopec: I am interested in knowing why the infection should 
stay limited for so many years to one area. 


Dr. E. WILLIAM ABRAMOWITz: I have seen only one or two domestic cases 
besides this one, and all of them were contracted in early childhood. Dr. Lewis 
will probably recall the last patient. There was involvement of the scalp and 
finger nails. She had been treated by epilation several times, but each time there 
was a recurrence because she reinfected herself from the finger nails. 
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Dr. Georce M. Lewis: The question uppermost at this time would seem to 
be, should roentgen rays be given? Dr. Cipollaro can perhaps give more data 
on the dangers involved at this age. Before roentgen rays are given—if this i: 
decided on—I think that the scalp should be vigorously treated with shampoos 

‘and fungicides so that the infection on the surface of the scalp is controlled. 
Recurrences may take place because of faulty treatment beforehand and lack of 
treatment after roentgen rays have been administered. There must be good pre- 
liminary therapy and good after care if one hopes to obtain a cure with roentgen 
rays in these patients. 

Dr. AntHOoNY C. Creo_tLaro: Dr. Lewis has brought out the important points 
of discussion in this case. I have not treated many patients with favus with 
roentgen rays, but in those I have treated, my general impression is that the 
results have been poor. 

Dr. Davip Bioom: In a case of favus in a doctor’s wife which I treated by 
epilation, .the result was good. Many years ago I gave treatment in about 60 
cases of tinea capitis in children with thallium. There were few toxic reactions, as 
the treatment was limited to young children. The older the child and the more 
it weighs, the greater the danger of toxic reactions. 


Dr. Frep Wise: I will bear in mind the suggestions made by Dr. Lewis 
and Dr. Cipollaro. I wonder whether it is necessary to remove all the hair. 
Should one cut it all off? 


Dr. Georce M. Lewis: I have had a few good results with partial epilation, 
but it has to be done carefully and one has to observe a rigid technic. 


Dr. AntHONY C. CrpoLLaro: It is worth while to treat only one area. If 
after all these years the infection has remained localized to one area, it seems 
unnecessary to epilate the whole head. 


Tinea Capitis in a 13 Year Old Girl. Presented by Dr. AntHony C. Creor- 
LARO. 


David Bloom, M.D., President 


Wilbert Sachs, M.D., Secretary 
Jan. 14, 1947 


Xanthoma Juvenilis. Presented by Dr. NatHAN Soe. 


J. M. M., a white boy aged 4 months, has on the bridge of the nose near its 
base a large pea-sized, moderately elevated, flat, smooth, yellowish white node 
which has been present since birth. 


DISCUSSION 


Dr. Jack Wo Fr: The lesion looks clinically like xanthoma, but on account 
of its soft and seemingly cystic character it might be punctured to see if fluid 
is present. 

Dr. Maurice J. Costetto: The possibility of an embryonal inclusion cyst 
should be considered. This is a common location for such a lesion. This one is 
fairly soft, and the color is that transmitted by sebaceous material rather than 
xanthoma. 

Dr. Max Scueer: The lesion impressed me also as being possibly a sebaceous 
cyst. I think it should be explored with a needle. 
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Dr. Witpert Sacus: I agree with the diagnosis of sebaceous nevus. I have 
seen a case in which the entire nose was involved. This lesion will probably break 
down and discharge sebaceous material. 

Dr. Davin Bioom: In spite of the fact that the lesion is softer than usual, I 
favor the diagnosis of nevoxanthoma. I think there would be no harm in 
puncturing the lesion. 

Dr. NATHAN Soset: The lesion has been enlarging since I first saw it two 
months ago. I will keep it under observation. 


A Case for Diagnosis (Behcet’s Syndrome?). Presented by Dr. HERMAN 
SHARLIT. 


V. K., a woman aged 28, has been under my care since September 1946. She 
has had sores in the mouth for twenty-two years, occasionally associated with 
vaginal ulcers. During my period of observation I have seen ulcerations on the 
pharynx, tonsils, buccal mucosa, tongue and lips. The patient has received many 
forms of treatment and reports that the local application of arsphenamine in glucose 
has hastened healing. I have administered vitamins, bismuth and the antihistaminic 
drugs, to no avail. 

DISCUSSION 


Dr. Jack WotF: I know of no other diagnosis that can be entertained. If 
the patient has not been vaccinated repeatedly, this procedure might be tried. 

Dr. Maurice J. Costetto: I agree with Dr. Graham that it is periadenitis 
mucosa necrotisans recurrens. It is not my conception of Behcet’s syndrome as 
I have seen it. That disease is much more extensive, with destruction of the areas 
affected accompanied with ocular involvement. This young woman has had a 
number of lesions with no evidence of scarring, and all the lesions disappeared 
during her pregnancy. 

Dr. Georce M. Lewis: If antimony potassium tartrate has not been given, 
I would suggest a course of that drug. 

Dr. Wiisert Sacus: I agree with the diagnosis of Behcet’s syndrome, even 
though the ocular signs are missing. Cases have been described without these 
findings. In a patient whom I showed recovery took place after pneumonia with 
high fever. Therefore, fever therapy might prove helpful. 

Dr. Frep Wise: Although the buccal lesions might be one of the symptoms 
of Behcet’s syndrome, I would hesitate to accept such a diagnosis in the absence 
of associated lesions and constitutional disturbances. I suggest the diagnosis of 
periadenitis mucosa recurrens and would give smallpox vaccine a therapeutic trial. 

Dr. HERMAN SHARLIT: This patient had vaginal lesions also but never had 
ocular lesions. We have tried all modes of therapy suggested tonight. The lesions 
disappeared during pregnancy. It seems to be on occasions when the general 
metabolism is much upset that these patients get well temporarily. 


Balanitis Xerotica Obliterans. Presented by Dr. NATHAN SopeL. 


R. P., a man aged 58, has had a penile infection of twenty years’ duration. The 
entire glans and a rim % inch (0.64 cm.) wide on the adjacent mucous portion of 
the prepuce are thin, bluish and atrophic, with some brownish pigmentation in a 
few small areas. The urethral orifice has shrunken to about half its original size. 
At present there is no obstruction to the urinary stream. The trauma of intercourse 
frequently results in tiny abrasions. Except for soothing emollients, the patient has 
had no treatment. 
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Multiple Telangiectases (Hereditary Telangiectasia of Rendu-Osler- 
Weber?). Presented by Dr. NATHAN SOBEL. 


C. H., a white girl aged 5, is presented from the Skin and Cancer Unit, where 
she was first seen on Jan. 13, 1947, with an eruption which has been present since 
the age of 15 months. It appears first on her face and gradually spread to other 
areas. She has never had any hemorrhages. One aunt gives a history of nosebleeds, 
cause unknown. 

On the face and hands are numerous small areas of telangiectasia. These are 
also present on the vermilion border of the lips. On the right buccal mucosa 
there are a few pinhead-sized, red areas. Over the whole body, but especially 
noticeable on the legs, there are numerous large pea-sized, blanched, flat spots, in 
many of which is a central dilated blood vessel without any radiating branches. On 
the body and arms there are port wine marks of various sizes. 


DISCUSSION 


Dr. Maurice J. Costetto: I think the lesions on the legs are punctate 
telangiectasis with avascular areas around them. 

Dr. Davin BLoom: The remarkable feature is the numerous, round, depigmented 
lesions on the extremities which have a small red or brown punctum in the center 
resembling leukoderma centrifugum. 

Dr. WiLtBErT SAcHS: My contention is that it was capillary and not arterial, 
or the lesions would not bleed as easily. 

Dr. NATHAN Sosec: I felt that the central puncta were dilated blood vessels ; 
consequently, I do not believe they were “halo” nevi. As far as telangiectasia due 
to syphilis is concerned, a serologic examination is indicated. I have also seen 1 
patient with telangiectasis on the palm in late acquired syphilis. 


Pachyonychia Congenita with Keratoderma of Palms and Soles and 
Leukoplakia Oris. Presented by Dr. Frep WIsE. 


S. H., a woman aged 40, registered at the Skin and Cancer Unit on Jan. 23, 1947, 
presenting various cutaneous lesions. .She has a son aged 16 who has similar 
lesions and who is being presented simultaneously. A daughter aged 19 is said 
to be normal, and there is no history of a similar disturbance in other members 
of the immediate family or in distant relatives. From the age of 1 year until she 
was 7, the patient every year had “skin sores” all over the body; these became 
blistered and later scabby and crusty. They would last all summer, so that she 
was obliged to stay in the hospital. At the age of 22 she had an infection of the 
mouth, and 25 teeth were extracted at one time. Her hands and feet are always 
cold. Menstruation has been regular. She has been having migraine headaches 
since the age of 24. Her general health has been good except for difficulty in 
walking because of the callouses. She is intelligent and alert. 

A week or two after birth the nails of the fingers and toes became discolored 
and thickened, reaching their height within a month or two. They have changed 
little since that time. A slight injury causes an infection, and the entire nail is 
cast off. The lesions on the feet first appeared at the age of 18 months, when 
she began to walk, and became more pronounced and progressively thicker as she 
grew older, so that at times her mother was obliged to pare them off. They are 
painful on walking. In 1933 a skin graft was performed on the left heel, with 
poor results. She has a continuous tired feeling. 











SOCIETY TRANSACTIONS—MANHATTAN 609 


At the points of pressure on the soles, heels and toes, symmetrically distributed, 
are hard, thick, painful, hyperkeratotic, lemon-colored growths, tender to touch. On 
the right palm at the base of the metacarpals and the interphalangeal joints are 
similar growths. All the toe nails are dry, dystrophic and blackish in color, with 
irregular, rough surfaces. The finger nails are long, thickened, curved, discolored 
and tapering off toward the end, with the nail of the left ring finger partially 
broken off. On the right buccal mucosa are small, match head-sized, leukoplakic 
patches. The entire dorsum of the tongue is covered with whitish, adherent patches 
and with leukoplakic areas which are particularly noticeable on the sides. The 
scalp is covered with dry, scaly, diffuse, seborrheic patches. There are two hairy, 
pea-sized, pigmented moles on the chin. The hands and feet are cool to touch. The 
integument is dry. 

The Mazzini reaction was negative. The urine was normal. The hemogram 
revealed a normocytic anemia, with 3,710,000 erythrocytes, a hemoglobin content 
of 12.2 Gm. per hundred cubic millimeters (73 per cent). The color index was 
98. The leukocyte count showed 8,000 cells per cubic millimeter, with 50 poly- 
morphonuclear neutrophils, 41 lymphocytes and 5 monocytes. 

An ophthalmologic examination including the eyegrounds and a slit lamp 
examination of the cornea revealed nothing abnormal. 

The total carotinoid content of the blood was 170 units per hundred cubic 
centimeters (normal, 50 to 100). The vitamin A content was normal. 

Vitamin A, 75,000 units daily for a period of six weeks, was taken until 
three weeks ago. Since February 19 the patient was advised to continue taking 
50,000 units of vitamin A and 10 mg. of vitamin E three times a day and 
4 grain (0.015 Gm.) of thyroid extract. Salicylic acid salve, 20 per cent, was 
prescribed, to be applied to the callouses three times a day. 


Pachyonychia Congenita with Keratoderma of Palms and Soles and 
Leukoplakia Oris. Presented by Dr. Frep Wise. 


Lupus Miliaris Disseminatus Faciei. Presented by Dr. Jack Wo r. 


Dermatitis Venenata of the Feet and Popliteal Areas (Nylon). Presented 
by Dr. Jack Wotr. 


A Case for Diagnosis (Angioma Serpiginosum?). Presented by Dr. FRep 
WISE. 


M. L., a woman aged 38, registered at the Skin and Cancer Unit on Nov. 21, 
1946, complaining of lesions of about fifteen years’ duration. Her first and only 
pregnancy resulted in a stillbirth in October 1945. The Rh factor of both the 
patient’s and her husband’s blood was normal. The basal metabolic rate in April 
1946 was said to be on the “low side,” and she took thyroid extract tablets for 
two months. She gives no history of previous cutaneous disorders. 

The eruption first came out on the chest. During pregnancy it began to appear 
on the neck and has been “creeping up and down.” The eruption is worse during 
the warm weather. 

There is a well defined, fairly symmetric, rose red eruption on the sides of the 
neck, lower third of the face and front of the chest. It is most pronounced on 
the right side, where it involves two thirds of the right clavicle, arranged in a 
V shape. The lesions consist of pinpoint to pinhead to match head-sized spots 
and irregular, diffuse patches. Most of the spots are light brownish, while the 
patches are rose red. The lesions on the neck consist mostly of isolated pinpoint 
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to pinhead-sized spots which are discrete and grouped in linear formation. Most 
of the lesions on the front of the chest and clavicle fade on pressure, revealing 
yellowish spots and small telangiettatic capillaries. The spots on the neck show 
little change on diascopic pressure. The patient has mild premature alopecia and 
seborrhea of the scalp. 

The Mazzini reaction was negative and the urine normal. Mild hypochromic 
anemia was present. The blood and the ascorbic acid content were normal. The 
basal metabolic rate was — 11 per cent. 

After biopsy of a lesion from the left retroauricular region the condition was 
diagnosed by Dr. Charles F. Sims as “superficial dermatitis.” The epidermis 
showed no noteworthy changes. The vessels of the upper part of the corium 
were moderately dilated and their walls surrounded by a sparse cellular reaction 
composed of small round cells, wandering connective tissue cells and polymorpho- 
nuclear leukocytes. Around the vessels was a parenchymatous edema of the 
supporting framework. 

DISCUSSION 


Dr. NATHAN Soset: All I can call it is multiple telangiectasis. 

Dr. SamMueL M. Peck: Dr. Klemperer at Mt. Sinai Hospital is attempting 
to study these changes pathologically. He tells me that they are going to study 
the phosphatase in the vessel walls. 

Dr. Maurice J. Costetto: I think there is no doubt that light has something 
to do with these telangiectases. The submental area which is not exposed to sunlight 
is free. 

Dr. HerMAN SHARLIT: These are common observations. Many persons get 
dilated blood vessels in areas exposed to sun. This patient also has a persistent 
erythema of the chest, which is not normal. I believe the condition is due to an 
unusual response to sun. 

Dr. Frep Wise: I was thinking, when Dr. Peck spoke of enzymes, that there 
must be some relationship to exposure to wind or cold, because if the eruption 
were due to some peculiar chemical changes due to enzymes, we would expect to 
see it on some other part of the body. Possibly only the parts exposed to wind 
and weather are affected. 


David Bloom, M.D., Chairman 


Wilbert Sachs, M.D., Secretary 
Feb, 11, 1947 


Sarcoidosis. Presented by Dr. IsApore Rosen. 


G. B., a Negro woman aged 57, registered at the Skin and Cancer Clinic in 
February 1947, complaining of an eruption on the face of one year’s duration. 

On the face there are numerous pinhead-sized to pea-sized, firm, raised nodules, 
less dark than the rest of the skin. The tumors are aggregated and in some areas 
confluent, involving particularly the inner canthi of the eyes, the nose and adjacent 
parts of the cheeks, upper lip and chin. 

The serologic reaction of the blood was negative for syphilis. The blood cell 
count showed hemoglobin 60 per cent and leukocytes 4,000, with 57 per cent 
lymphocytes, 40 per cent polymorphonuclear leukocytes, 9 per cent monocytes and 
4 per cent eosinophils. A roentgenogram of the lungs showed large masses of a 
lymphomatous type protruding from the hilus into both central lung fields. The 
peripheral fields were clear except for a slight degree of secondary root gland 
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thickening. The reaction to the tuberculin test was negative in a dilution of 
1: 10,000. Biopsy confirmed the diagnosis of sarcoid. 


DISCUSSION 

Dr. Frep Wise: On the basis of the histologic description, the diagnosis of 
sarcoid appears to be acceptable, although the eruption resembles disseminated 
miliary tuberculosis. The soft, pedunculated tumors of the upper eyelids appear 
to speak against the diagnosis of Boeck’s sarcoid. 

Dr. WitBert Sacus: I believe that I made a clinical diagnosis of disseminated 
miliary lupoid, and this is the same as disseminated miliary sarcoid. 

Dr. SAMUEL M. Peck: If the patient were not a Negro, I would not think of 
sarcoid. I would think first of lupus miliaris. But in Negroes I have been fooled 
many times by the clinical appearance; a case would appear to be one of lupus 
miliaris, and then the section would show typical sarcoid structure. As far as a 
possible anergy is concerned, one can find cases of typical sarcoid in which strangely 
enough there is not a positive anergy. If the combination of lupus vulgaris and 
sarcoid exists in the same patient, one can find a positive tuberculin reaction near 
the lupus vulgaris and a negative reaction near the sarcoid. 

Dr. Frep Wise: The tuberculin reaction, which is negative in most sarcoid 
eruptions, is important in differentiating sarcoid from miliary tuberculosis. 

Dr. WiLpert Sacus: No, it is the miliary type of sarcoid. The tuberculin 
reaction is the same. 

Dr. Jack Wor: The small nodular lesions grouped around the nose often 
show the histologic picture of lupus vulgaris, especially in Negroes. However, 
with the characteristic histologic picture of sarcoid and with the negative tuberculin 
reaction, I find no reason for not accepting the diagnosis of sarcoid. 

Dr. ArtHUR B. HyMan (by invitation): On the basis of the tuberculin 
reaction alone, it is impossible to distinguish between lupus miliaris disseminatus 
and sarcoid, because in both diseases there is a positive anergy, in most cases. 
Sarcoid has been called disseminated miliary lupoid. However, many conditions 
are neither miliary nor disseminated, but the term lupoid is more satisfactory than 
sarcoid. The lesions show an attempt at pedunculation, because the skin of the 
eyelids is so thin that the lesions can grow only outward. é 

Dr. AntHoNy C. Crpottaro: The term miliary lupoid does not appear in 
the Standard Nomenclature. This disease is called tuberculosis miliaris dis- 
seminatus faciei and is described under sarcoid. It is well established that tuberculin 
reactions are not diagnostic of the presence of tuberculins, and, therefore, in any 
individual case they cannot be utilized for differentiating the sarcoids from the 
true tuberculodermas. 

Dr. Davin Bioom: This picture of raised, globular tumors attached to the 
skin with small surface is unusual for sarcoid or cutaneous tuberculosis, as it is 
so frequently seen in the Negro. Therefore, when I first saw the patient I also 
considered the diagnosis of neurofibromatosis. 

Dr. WiLBert SAacus: Do you remember whether one of the pedunculated 
lesions was removed? 

Dr. ArtHuR B. Hyman (by invitation): No lesion was removed from the 


eyelids. 


Tuberculosis Cutis Colliquativa. Satisfactory Response to Calciferol 
Therapy. Presented by Dr. NATHAN Sopet. 














612 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Dystrophia Unguium (Psoriasis of the Nails?). Presented by Dr. Frep 
WISE. 


Pityriasis Rubra Pilaris, with Unsatisfactory Response to Vitamin A 
Therapy. Presented by Dr. Grorce C. ANpREwS. 


Lymphangioma Circumscriptum. Presented by Dr. Davin Boom. 


B. T., a girl aged 6, was registered at the Skin and Cancer Unit on Dec. 30, 
1946. She had an eruption on the right cheek extending to the right upper lip. 
According to her mother, this has been present since the age of 3 months. 

On the right cheek, near the angle of the mouth, there is a close aggregation 
of lesions appearing as erythematous, hardly raised papules, assuming a somewhat 
roundish configuration 1% inches (4 cm.) in diameter. The eruption extends in 
a thin line to the right side of the upper lip and stops sharply in the middle. The 
patient is presented for therapeutic suggestions. 


DISCUSSION 


Dr. NATHAN SosEL: I would either try desiccation or leave the lesion alone 
until the patient is 16 or 18 years old, and then consider plastic surgery. 

Dr. Jack Worr: I am in favor of solid carbon dioxide. 

Dr. AntHony C. CrpoLtaro: I agree with the use of carbon dioxide. 

Dr. Georce C. Anprews: I think that it would be difficult for a plastic 
surgeon to do anything for this lesion, even at the age of 18. With the distribution 
on the cheek and the large area involved, it would probably result in even greater 
deformity. The trouble with desiccation is that the lesions tend to recur. 

Dr. Frep Wise: This form of circumscribed lymphangioma is extremely 
resistant to all forms of therapy. I would like to inquire whether any degree of 
success has been achieved with radium therapy. 

Dr. ANTHONY C. CrpoLLARo: Few men have had much experience in the 
treatment of lymphangioma circumscriptum with radium. The disease is not rare, 
yet it is not sufficiently common to give any one much experience in its treatment. 
From the published articles on the use of radium and roentgen rays in the treat- 
ment of lymphangioma circumscriptum, I have the impression that ionizing radia- 
tions are not effectual in conservative dosage. It is possible to stop lymph flow 
with roentgen rays or radium, but the dosage would be so great as to produce 
permanent and harmful radiation changes. Therefore, I favor the conservative 
method of treatment with solid carbon dioxide. If it is used properly and con- 
servatively the lesion will probably improve, with little or no deformity. 

Dr. Witpert Sacus: If this is a deep lesion, I believe that the results will 
be unsatisfactory, regardless of therapy. However, if this is a superficial lesion, 
I would use Dr. Rosen’s suggestion. Instead of desiccation, I would use actual 
cautery. If one takes the actual cautery, tries it on a tongue depressor and uses 
it when it gives only the faintest tan, not charring, there will be no scar and no 
sequelae. This will be effective if the lesion is superficial. 

Dr. Davin Bioom: I feel that plastic surgery would possibly yield the best 
results. The thin lesion on the upper lip could be excised and the wound allowed 
to heal per primam. Then the larger lesion on the cheek could be treated. The 
task is to get as good a cosmetic result as possible in this girl. 

Dr. Wiipert Sacus: I think that it is analogous to angioma. There are too 
many lymph vessels. If they are dilated and superficial, it should not be difficult 
to handle. 
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Dr. Davin Bioom: If plastic surgery is employed, would it be preferable to 
do it now or later when the girl is older? 


Dr. Wivpert Sacus: Now. 


Rodent Ulcer and Multiple Epitheliomas of the Face. Presented by Dr. 
Frep WISE. 


W. R., a man aged 57, registered at the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital on Feb. 11, 1947, complaining of 
cutaneous lesions of eighteen months’ duration. The patient gives a history of 
having had six roentgen treatments, of 1 unit each, about January 1946. Two 
months later an ulcer developed on the left side of the cheek. 

On the left side of the upper lip, extending into the cheek almost to the floor 
of the orbit, and outwardly to the lateral limit of the malar bone, is a deep, 
penetrating, pear-shaped ulcer 6.25 cm. in length and 5 cm. in width, going through 
the full thickness of the upper lip and cheek and exposing the gum of the upper 
jaw. Induration is felt all along the edges of this ulceration, ranging from a few 
millimeters to about 1 cm. in thickness. There is a lesion, also oval, located on 
the right temporal region, consisting of an ulcer that measures 4 by 2.9 cm., 
covered for the most part by a thick, greenish, irregular, adherent crust. This, 
too, shows some induration along its borders and considerable scarring, especially 
downward and backward from the main lesion. It is still slightly movable on the 
deep tissue. There are also several similar pea-sized lesions on the posterior 
portion of the right cheek. 

The reactions to the Mazzini, Kline and cardiolipin tests were negative. 

Note.—The patient was referred to the Tumor Clinic of the Skin and Cancer 
Unit. He was seen by Dr. Zimany, who advised wide removal of the whole area, 
including the bone, and said that the patient would have to wait two years to 
have the large defect in his face repaired. 


DISCUSSION 


Dr. ArtHuR B. HyMan (by invitation): When epithelioma invades the 
bone, do roentgen rays aggravate the process? 

Dr. George C. ANDREWS: Many authorities show excellent results with 
roentgen rays where there is involvement of bone. Roentgen rays should not be 
withheld, but should be given in high voltage, heavily filtered. 

Dr. AntHoNy C. CrpoLtLaro: This type of case, it seems to me, should be 
handled by radical operation. I am not opposed to chemosurgery, but it will not 
repair the defect already present. Chemosurgical treatment would probably arrest 
the neoplastic process, but then plastic surgery would be required to repair the 
damaged tissues. An extensive case like this is not one to be handled by a 
dermatologist. 

Dr. Witsert Sacus: In this type of lesion, undoubtedly cancer cells are far 
from the lesion. The plastic surgeon, or anyone else, has no way of determining 
how far they have spread. Chemosurgery will tell that and will hunt out all 
cancer cells. After that, the patient may need plastic surgery. 

Dr. Georce C. ANDREWS: I agree with Dr. Sachs. 

Dr. Frep Wise: The chemosurgical procedure recently described by Dr. 
Moehs of Wisconsin seems to be especially applicable to this patient’s lesions. 


A Case for Diagnosis (Atrophic Lichen Planus?). Presented by Dr. Jack 
Wo r. 
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Leslie P. Barker, M.D., President 
Thomas Graham, M.D., Secretary 
April 15, 1946 


Mosaic Warts. Presented by Dr. RoyvaL M. MONTGOMERY. 
Ainhum. Presented by Dr. Royat M. MONTGOMERY. 
Parapsoriasis. Presented by Dr. JosepH C. AMERSBACH. 


A Case for Diagnosis (Atrophic Lichen Planus?). Presented by Dr. J. 
Lowry MILLeEr. 


W. W., aged 34, a Cherokee Indian, was first seen at the Vanderbilt Clinic 
April 4, 1946, complaining of a vesicular dermatitis which has appeared each 
August for the past twenty years on the lower half of the legs. The lesions 
gradually disappear by winter, leaving pigmentation and infiltration. The patient 
has never noticed lesions on any other part of the body, except that the toe nails 


have never been normal. His general health has been good except for recent 
symptoms of a gastric ulcer. 


Examination shows the legs to be covered with a mosaic pattern of active 
and inactive lesions from the midline between the knee and ankle down to the 
ankle. The active lesions are pea-sized to larger, violaceous, elevated, flattened 
plaques varied in shape. The inactive lesions are similar in size and shape and 
are elevated; the surface appears atrophic, but on palpation the individual lesions 
feel firm to the touch. On the shins are pigmented areas obviously sites of 
previous lesions. The toe nails are all deformed, thickened in places and 
totally missing in the middle third of several nails. General physical examination 
is normal. The teeth are normal, but the gums are swollen and bleed easily. 


The Wassermann reaction of the blood was negative. A biopsy showed atrophy 
of the epidermis with a sclerodermatous infiltration underneath. No evidence 
of lichen planus was found. 


DISCUSSION 


Dr. A. Brnper (by invitation): The fact that this eruption always begins in 
the summer and clears up in winter makes me think of the hydroa group of 
summer eruptions. However, it is unlikely that at this present age the patient 
should still exhibit such an eruption. It would be interesting to test him for 
porphyrins at the height of his eruption, but the absence of porphyrins would 
not rule out a hydroa eruption. The patient does not show any evidence of 
necrosis or scarring. The maldevelopment of his teeth and the dystrophic condi- 
tion of his nails would seem to fit in with a congenital ectodermal defect which may 
account for the entire picture. 
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Dr. Royat M. Montcomery: I do not know the diagnosis. There are 
atrophic areas on the knees and elbows. I wonder whether it is not related to 
acrodermatitis chronica atrophicans. 

Dr. JuAN LARRALDE (by invitation): This is the most unusual case that I 
have seen. It seems to me that the condition can be placed among the congenital 
defects, although the features are atypical because of the normal hair and the 
dental development. The atrophy of the skin over the knees as well as the 
changes in the toe nails make the picture rather suggestive of such a condition. 

Dr. JosepH C. AMERSBACH: I am inclined to agree with Dr. Larralde about 
the main picture presented in this case. It may be because of the underlying 
defects that exist in the skin that the hydroa-like symptoms arise at certain 
times of the year. 

Dr. J. Lowry Miter: A biopsy showed superficial atrophy with scleroderma- 
like lesions underneath. It is difficult to fit that in with the diagnosis of congenital 
defect. The toe nails fit in with the latter. The anterior portions of the leg 
certainly resemble remains of infected lesions, but the mosaic pattern presented 
on the back of the legs is unlike anything I have seen before. I do not believe 
that it is acrodermatitis atrophicans. One sees changes on the knees and elbows 
suggesting the parchment-like skin seen in cutis hyperelastica, but the other 
features of this disease are missing. I am still at a loss for the correct diagnosis. 


Macular Atrophy. Presented by Dr. J. Lowry MILLER. 

Psoriasis. Presented by Dr. Roya M. MontTGcoMERY. 

Secondary Syphilis. Presented by Dr. J. Lowry MILLER. 

Leukotrichia Annularis. Presented by Dr. Roya M. MONTGOMERY. 
Leslie P. Barker, M.D., President 


Thomas Graham, M.D., Secretary 
New York, May 20, 1946 


Melanocarcinoma of the Foot with Inguinal Adenitis in a Woman Aged 
69 Years. Presented by Dr. Joseph C. AMERSBACH. 


A Case for Diagnosis (Melanoma? Hemangioma? Pyogenic Granuloma? 
Histiocytoma?). Presented by Dr. Lesiie P. BARKER. 


Erythroplasia. Presented by Dr. Lestiz P. BARKER. 
Dermatomyositis. Presented by Dr. Royat M. Montcomery. 
Epidermolysis Bullosa. Presented by Dr. J. Lowry MILLER. 
Leukotrichia. Presented by Dr. J. Lowry MILLER. 


A Case for Diagnosis (Sarcoid Follicular Type?). Presented by Dr. J. 
Lowry MILLER. 


Ainhum in a Cuban Negro. Presented by Dr. RoyaL M. Montcomery. 
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Leslie P. Barker, M.D., President 
Thomas Graham, M.D., Secretary 
Nov. 18, 1946 


Erythema Nodosum; Undulant Fever. Presented by Dr. Joseru C. 
AMERSBACH. 


Extensive Xanthoma of the Eyelids. Presented by Dr. J. Lowry Miter. 


A Case for Diagnosis (Subacute Disseminated Lupus Erythematosus? 
Dermatitis Medicamentosa from Gold Sodium Thiosulphate?). Pre- 
sented by Dr. J. Lowry MILLER. 


A Case for Diagnosis (Lupus Erythematosus?). Presented by Dr. J. Lowry 
MILLER, 


Pemphigus Erythematosus (Senear-Usher). Presented by Dr. J. Lowry 
MILLER. 


Leslie P. Barker, M.D., President 
Thomas Graham, M.D., Secretary 
Jan. 13, 1947 


Acrodermatitis Chronica Atrophicans, Myxedema. Presented by Dr. Roya 
M. MontTGoMERY. 


Atypical Lupus Erythematosus of Arm; Late Stage Lupus Erythematosus 
of Neck. Presented by Dr. JosepH C. AMERSBACH. 


W. K., on examination, showed erythema of the face with numerous hyper- 
keratotic areas and some atrophy on the cheeks. On the anterior aspects of both 
arms are similar atrophic areas with bands of erythematous infiltration. The 
palms and soles show a diffuse finely stippled erythematous eruption. The dorsal 
surfaces of the hands are erythematous and tender. The scalp and mouth are normal. 


Hypertrophic Lichen Planus. Presented by Dr. Royat M. MontcomeEry. 


Fox-Fordyce Disease in a Negro Woman Aged 26. Presented by Dr. LESLIE 
P. BARKER. 


Nevus (Intracutaneous with Secondary Infection). Presented by Dr. JUAN 
LARRALDE for therapeutic suggestions. 


A Case for Diagnosis (Early Tertiary Syphilis?). Presented by Dr. J. 
Lowry MILLER. 


Necrobiosis Lipoidica Diabeticorum. Presented by Dr. J. L. Mrtter. 


Chronic Arsenical Exfoliative Dermatitis Successfully Treated with 2, 3- 
Dimercaptopropanol (BAL). Presented by Dr. Lestre PAxTon BARKER. 


Kaposi’s Varicelliform Eruption (Systemic Herpes Simplex). Presented 
by Dr. Lestre PAxton BARKER. 
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Leslie P. Barker, M.D., President 
Thomas Graham, M.D., Secretary 
Feb. 10, 1947 


A Case for Diagnosis (Parapsoriasis?). Presented by Dr. J. Lowry Miter. 


A Case for Diagnosis (Seborrheic Dermatitis? Psoriasis?). Presented by 
Dr. JUAN LARRALDE. 


Neurotic Excoriations in a Patient with Psychoneurosis. Presented by 
Dr. Lestre P. BARKER. 


Boeck’s Sarcoid; Extensive Involvement of Face, Neck and Arms. Pre- 
sented by Dr. J. Lowry Miter. 


Leslie P. Barker, M.D., President 
Thomas Graham, M.D., Secretary 
March 17, 1947 


A Case for Diagnosis (Lupus Miliaris Disseminatus Faciei? Rosacea- 
Like Tuberculid of Lewandosky?). Presented by Dr. J. Lowry MItter. 


Erythroplasia of Queyrat with Epitheliomatous Changes. Presented by 
Dr. Roya, M. MontTGoMEryY. 


E. W., a man aged 42, has had an irritation, with itching, on the glans and 
prepuce for years. He has had a verrucous nodule on the glans for about one year. 

Thirteen months ago, the patient reported with an infected prepuce and phimosis. 
He was advised to have a circumcision. This was performed one year ago. Two 
months later the patient had a superficial ulcer on the tip of the glans and a small 
verrucous nodule in the sulcus on the dorsal side. The glans was red and macerated 
at the time. 

At the present time the glans is erythematous and oozing. A scale develops 
at this site if a soothing ointment is not applied. The area immediately around 
the meatus is normal; however, the area to the lateral sides seems indurated. 
There is a painful fissure in the sulcus on the right side. On the dorsum of the 
penis in the sulcus there is a horny nodule about 0.7 cm. in diameter. This is 
attached to the skin. There are no palpable glands in the inguinal areas. 

The Wassermann reaction of the blood was negative. 


DISCUSSION 


Dr. THomas N. GraHam: I think that this lesion corresponds clinically to 
erythroplasia of Queyrat. The question arises whether or not these cases corre- 
spond to those described in the French literature, in most of which highly malignant 
changes developed. In the majority of the cases which we have seen the lesions 
have not undergone those changes. Studies of sections should be of value in 
interpreting the condition. 

Dr. J. Lowry Mutter: I think this is unquestionably erythroplasia with 
epitheliomatous changes. A biopsy is indicated, to be followed as quickly as 
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possible by amputation of the penis. Probably resection of the draining glands 
will not be necessary. I do not think that any other type of .therapy should be 
attempted at the present time. 

Dr. Leste P. Barker: I think this is an extensive case of erythroplasia, but 
two areas already show clinical evidence of epitheliomatous degeneration. 

Dr. Royat M. Montcomery: Dr. Wilbert Sachs has recently reported about 
10 cases of erythroplasia in which he claims to have obtained good results with 
local application of a neoarsphenamine solution. I wonder if it would not be 
worth while to use this on the area of erythroplasia. If the nodule proves to be 
squamous cell epithelioma, he will undergo a radical amputation. 


A Case for Diagnosis (Fibroma? Glossitis Rhomboidea Mediana?). Pre- 
sented by Dr. Toomas N. GraHAmM. 


A Case for Diagnosis (Dermatitis Facitia; Actinomycosis?). Presented by 
Dr. THomas N. GRAHAM. 








MINNESOTA DERMATOLOGICAL SOCIETY 


Louis A. Brunsting, M.D., President 


Rodney F. Kendall, M.D., Secretary 
Sept. 15, 1946 


The following 31 cases were presented by Doctors Paul A. O’Leary, Hamilton 
Montgomery, Louis A. Brunsting and Robert R. Kierland, at Rochester, Minn. 


Favus of the Scalp. 


E. V., a 13 year old girl, shows scattered patches of crusting of the scalp of 
nine years’ duration. The eruption has spread slowly, and recently areas of 
permanent alopecia have developed. A variety of topical applications has had no 
influence on the course of the disease. The father stated that his two brothers 
had a similar condition and that they subsequently had severe scarring of the 
scalp with practically total loss of hair. The father’s uncle was also known to 
have a similar disease. The patient’s sisters are described as having had the same 
disease, with spontaneous cure, but there is no knowledge as to their present status. 
These persons are all American born, of Dutch descent. 

Scattered over the scalp are pea-sized to dime-sized, thick, greasy, yellow 
crusts. These crusts when removed leave a bleeding base. There are several 
coin-sized areas of scarring and atrophy with alopecia. The scalp has a distinctive 
mousy odor. Infected hairs fluoresce under Wood’s light. Cultures of the hair 
are positive for Trichophyton schoenleini. The hair has been subjected to roentgen 
epilation, which is to be followed by manual removal of the remaining infected hairs. 


Moniliasis; Extensive Trichophytosis of the Glabrous Skin. 


J. A. a 19 year old youth, has had severe stomatitis with involvement of the 
buccal membranes, tongue and lips, and also perléche since the age of 6. At the 
age of 13 years, fissuring and scaling of the skin appeared between the toes of 
the left foot and there was a gradual spread upward to involve both feet, ankles 
and legs to the middle part of the thigh. Fourteen months ago similar lesions 
“appeared on the dorsum of the left hand, which had spread two thirds of the way 
up the forearm in typical gauntlet distribution. This eruption has remained about 
the same during the period of one year of observation. 

In the mouth there are numerous whitish confluent plaques on the mucosal 
surface of the tongue and lips and extending beyond the mucocutaneous border 
to the glabrous skin around the mouth. There are deep fissures at the corner of 
the mouth and on the upper surface of the tongue. Both feet are covered with 
severe crusting erythematous scaly lesions which are almost completely confluent. 
The borders of the lesions are circinate, elevated and studded with pinpoint vesicles. 
The toe nails are greatly thickened, friable and dystrophic. The soles are extremely 
hyperkeratotic. Results of all cutaneous tests for Trichophyton and Oidiomycin 
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organisms are negative. Cultures of the mouth, tongue and stool are positive for 
Candida albicans. Cultures of the legs, feet and toe nails are positive for Tricho- 
phyton purpureum. 


Moniliasis; Generalized Favus of the Scalp and Glabrous Skin. 


A. H., a 10 year old girl, has had severe generalized dermatitis and stomatitis 
for seven years. At the age of 3, at the same time that typical ringworm developed 
in other children in the neighborhood, the patient had half-dollar-sized, red, scaly 
plaques on the legs. These lesions were refractory to treatment and remained 
localized for about one year. Subsequently there was a gradual spread to involve 
first the thigh, and then the rest of the body. Mild persistent diarrhea developed. 
Four and one-half years ago, the patient had erosive lesions of the mouth and 
abscesses on the buttocks with a febrile reaction. Three years ago the patient had 
a severe generalized exanthematous reaction, with swelling of the face and mouth, 
which subsided in two to three weeks leaving crusted erythematous plaques over 
the body and legs. One and one-half years ago the face and scalp became involved, 
and since this time the patient has had progressive, relatively complete alopecia 
with scarring of the scalp. The nails have become dystrophic, friable and hyper- 
keratotic. The patient has had a succession of lesions on the body which spon- 
taneously cleared, only to be followed by the formation of new crusts. The 
patient has had a low grade fever for an indefinite period. 

Generalized on the scalp, face, trunk and extremities are multiple erythematous 
rupioid lesions. There is almost complete alopecia of the scalp. About the nose 
and chin there are numerous rupioid and verrucoid lesions that are black. About 
the mouth the lesions are erythematous and eczematoid. At the corners of the 
mouth are deep fissures. The mucous membranes of the mouth and tongue are 
covered with white plaques. On the body and proximal portions of the extremities 
are numerous coin-sized to palm-sized circinate lesions with elevated erythematous 
borders and scaling centers. On the knees, ankles, wrists and hands there are 
massive rupioid lesions with hyperkeratotic and exudative crusts. The patient 
has a distinctive mousy odor. The scalp is fluorescent under Wood’s light. Fungi 
have been found in all lesions of the scalp, face, body and extremities characteristic 
of a dermatophyte. Budding cells and filaments typical of Candida albicans are 
present in the lesions of the mouth. Reactions to cutaneous tests with Oidiomycin 
and Trichophyton (commercial) and autogenous extracts of Microsporum canis 
and Candida albicans are all repeatedly negative in several dilutions. Cultures of 
the mouth and stool are positive for Candida albicans. Cultures of all the other 
areas are positive for M. canis. 


Actinomycosis and Tuberculosis. 

D. C., a 36 year old man, was in good health until nine months ago, when he 
noted a boil on the inner aspect of the right thigh, which failed to heal after being 
lanced. New lesions appeared in the suture line after surgical incision elsewhere. 
Low grade fever, loss of weight and progressive weakness have persisted. One 
month ago a nodular lesion appeared on the right arm. Treatment with sulfonamide 
' drugs appeared helpful in the early stages of the disease. 

On the medial aspect of the right thigh there are clusters of necrotic ulcers 
with a deep firm indurated base. On the right arm at the point of insertion of 
the deltoid there is a quarter-sized erythematous nodule. A roentgenogram of 
the thorax revealed confluent pneumoconiosis, an inflammatory process in both 
upper lobes and a diffuse nodular infiltration of the fields of both lungs consistent 
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with a diagnosis of miliary tuberculosis. The sedimentation rate of the erythrocytes 
was elevated. Biopsy of an enlarged, left supraclavicular node revealed tubercu- 
losis; this was confirmed by guinea pig inoculation. Culture of the lesions in the 
right groin and on the right arm yielded a pure culture of Nocardia aureus. 


Blastomycosis with Cutaneous, Scrotal and Prostatic Involvement. 


H. L., a 39 year old man, had five coin-sized lesions on the face three and a 
half years ago, which gradually enlarged and coalesced to form a palm-sized lesion 
encompassing the left eye, temple, cheek and maxilla, with destruction of the skin 
of the orbit. Four months ago there was noted swelling of the left side of the 
scrotum with subsequent formation of a warty lesion on the skin in this area. 
Cultures taken from the lesions on the scrotum and face were positive for Blasto- 
myces dermatitidis. Cultures of the urine were positive for blastomycetes, and 
subsequent attempts to determine the point of origin of the positive urine cultures 
demonstrated the prostate to be the source of infection. The disease process in 
the face and scrotum has responded well to treatment consisting of the use of 
roentgen rays, potassium iodide by mouth and a course of injections of autogenous 
vaccine, but the prostatic secretion still reveals blastomycetes in pure culture. 


DISCUSSION 


Dr. RevseEN NoMLanp, Iowa City: I would like to ask whether it was the 
father or the grandfather who had the wig, and whether he had had favus. I 
think that practically all cases of favus that are found in young persons in America 
are found in the second and third generations. Several such groups have been 
observed in Chicago particularly. In the second and third cases, without cultural 
studies one would have assumed that the cutaneous lesions were caused by Monilia 
organisms. I am sure that monilia in the skin can produce an eruption exactly 
like the cutaneous lesions that were present in both cases. 

Dr. Francis Lyncu, St. Paul: Perhaps Dr. DeLamater will give his opinion 
as to the absence of reaction to cutaneous tests in cases 2 and 3, particularly since 
in case 2 there is a papular eruption on the chest, apparently an id. 

Dr. STEPHAN ROTHMAN, Chicago: In cases 2 and 3 a lack of defense or 
increased susceptibility is obvious, in view of persistence of the infection, recur- 
rences over a period of years, unsatisfactory response to therapy and negative 
cutaneous reactions to vaccines. I know of 1 case in which the cause of generalized 
intractable cutaneous moniliasis could be found in an atypical disturbance of the 
carbohydrate metabolism, which in turn was due to a pancreatic carcinoma (S. W. 
Becker, D. Kahn and S. Rothman: Arcu. Dermat. & Sypu. 45:1069-1080 [June] 
1942). At present I have another patient under observation with generalized 
cutaneous moniliasis, who has a slightly decreased glucose tolerance and alimentary 
glycosuria. The little girl (case 3) is apparently ill from dissemination of Monilia 
into internal organs. But in the boy’s case (case 2) in which moniliasis and fungous 
disease are limited to the skin and mucous membranes, some unusual metabolic 
disturbance must be assumed and sought for. 

Dr. E. D. DeLamater, Rochester, Minn. (by invitation): The first case of 
favus is presented to emphasize that this is the third generation in which this 
disease has occurred in this family. This represents the fourth generation of this 
family in this country. We do not know whether the great-grandparents brought 
this disease from Holland, but there is a fairly good suspicion. At the present 
time the father still presents evidence of having had the infection as a young man, 
for he is practically bald as a result of extensive scarring of the scalp, such as 
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is characteristic of the end result of this disease. The child at the present time 
presents a fairly characteristic picture of favus, except that many of the crusts 
or scutula which were visible several weeks ago have been removed by the 
falling of the hair as a result of roentgen therapy. 

Case 2 and case 3 rightfully should perhaps be discussed together because 
they both are examples of concurrent infections with Candida albicans and one 
of the dermatophytes. In both cases the degree of moniliasis and dermatophytosis 
is severe. The moniliasis in both cases is characterized by severe stomatitis 
with the formation of white membranes on the tongue, gingivae and the inner 
surfaces of the cheek. There is also severe perléche. In both cases Candida 
albicans can be grown in vast numbers from the stool. In case 2, that of the 
young man, the dermatophytosis is due to Trichophyton purpureum. The disease 
involves both feet, legs and parts of the thighs, and there is almost a complete 
destruction of all the toe nails. Where the crust is not too heavy the annular 
character of the lesions is apparent. It is interesting that a third organism has 
been consistently isolated in all cultures taken from the feet and the legs. This 
is a species of Geotrichum. Whether this organism adds to the clinical picture 
or is simply growing as a saprophyte in the lesions is not clear. Also, there has 
been considerable variation in the Trichophyton organisms isolated in this case. 
Some of the specimens produce no pigment whatsoever, being fairly characteristic 
of Trichophyton niveum, while others produce large amounts of pigment and 
are fairly characteristic of T. purpureum. Interpretation of these cultures is 
difficult and must be based on knowledge of the wide range of variation that 
is observed in these organisms as occurring spontaneously, as well as on the 
observations of Dr. Emmons, who has produced numerous mutants by exposing 
cultures of Trichophyton on organisms to ultraviolet rays. It is felt that the 
production of pigment is probably dependent on a mutation or variation. 

The third case is that of a young girl who has severe gastrointestinal moniliasis 
and concurrent favus produced, curiously enough, by Microsporum canis. This 
case emphasizes dramatically the fact that organisms other than Trichophyton 
(Achorion) schoenleini can produce true clinical favus on rare occasions. In both 
this case and the previous case there is no reaction to either commercial or 
autogenous fungous extracts, and the inflammatory process in the lesions of both 
is minimal, which are indications of a negative anergy and a lack of immunity. 
These cases parallel the case reported by Lamb and Hazel several years ago, 
which was also thoroughly studied in the department of dermatology at Columbia 
University.- On the basis of our ignorance on the subject of severe concurrent 
fungous infections the prognosis in both of these cases does not appear to be good. 

The fourth case represents a man with an infection due to an unusual strain of 
aerobic Actinomyces, usually classified as Nocardia. It was felt, when this fungus 
was first isolated in pure culture from the lesions on the arm, that it probably 
was Nocardia asteroides; however, it presents certain features which are not 
characteristic of this organism. The same organism was isolated elsewhere, 
prior to the patient’s coming to our clinic, and cultures of these specimens are found 
to be identical with those made at Mayo Clinic. In general, concerning the 
treatment .of actinomycosis, it may be said that Actinomyces bovis is more 
susceptible to penicillin, whereas the aerobic nocardias are more susceptible to 
sulfopamide drugs. This organism has been tested in our laboratory and found 
to be at least partially susceptible to the sulfonamide drugs, so that the prognosis 
so far as the actinomycosis is concerned may be good. The patient also has con- 
current miliary tuberculosis, which may well prove fatal. 
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Concerning the man with blastomycosis, there were typical lesions of the 
skin as well as evidence of systemic involvement. This is the second instance 
in the last three months in which we have isolated the organism from the urine. 
On several occasions we have been able to demonstrate that the prostate is the 
focus of infection in the urinary tract. It may be pointed out that in numerous 
cases reported in the literature, blastomycetes have been isolated from the urine. 
Inasmuch as this man has spent much of his spare time while receiving treatment 
visiting the roundabout county fairs, it occurred to me that, in this way, he 
might be seeding the ground in various rural communities. With this in mind, 
we planted the organism from this patient, as well as other strains of Blastomyces, 
on sterilized garden dirt and found them to grow readily in the typical mycelial 
phase. 

I do not feel at the moment that I am in a position to discuss folic acid in 
the treatment of sprue; however, there have been several reports in the recent 
literature concerning its efficacy in this disease. It is planned that as soon as 
a sufficient quantity of this drug is obtained for the purpose, the patients in 
case 2 and case 3 will be treated with it. I can only guess whether by this 
means the gastrointestinal infection due to Candida albicans will be eliminated. 
If effective, what bearing the elimination of one disease will have on the course 
of the generalized severe ringworm in each case will be interesting to observe. 


Mycosis Fungoides. 

Mrs. J. C., a 54 year old white woman, was. first seen in August 1946. Five 
years previously she had first had pruritus and erythema of the arms and neck, 
which was followed by a bullous eruption about the ankles. Ten months previously 
she began to have some thickening and exudation of the skin about the legs, 
thighs and abdomen. The pruritus has decreased, but the skin has never cleared 
entirely since the onset. The blood is normal except for eosinophilia and mono- 
cytosis. The sedimentation rate was 50 mm. in 1 hour. Histologic examination 
revealed mycosis fungoides (back) and eczematoid dermatitis (abdomen). 


Mycosis Fungoides; Toxic Erythroderma. 


M. F. A., a 46 year old white widow, was first seen here Aug. 29, 1945. The 
onset of her disease was One year previously, with the appearance of an asympto- 
matic scaling patch on the left thigh. Subsequent plaques developed into tumors 
and have been intensely pruritic. She has been hospitalized three times during the 
past six months for treatment of her cutaneous disease. During the past six 
months, universal erythroderma has appeared. The present as well as previous 
hospitalizations have been marked by frequent seizures of high fever, increased 
pulse rate, severe general malaise and edema of the face, feet and hands with 
an impetiginized crusted eruption. Treatment during the past year has consisted 
of fever and ethyl chaulmoograte therapy, roentgen therapy and penicillin therapy. 
There has been constant albuminuria. The sedimentation rate is steadily mounting. 
Severe secondary anemia has been treated with blood transfusions and ferrous 
sulfate. There were no significant changes in the peripheral blood. Histologic 
examination showed mycosis fungoides. 


Mycosis Fungoides with Poikiloderma-like Changes. 


C. F., a 58 year old farmer, was first seen at Mayo Clinic in 1937 with a 
dermatitis of twenty years’ duration. A single “smooth brown” lesion appeared 
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on the thigh at 17 years of age; since then, there has been a gradual increase in 
the number and size of the plaques. Examination revealed numerous indurated scal- 
ing plaques with mottling and atrophy in areas. Three biopsies at this time showed 
varying features of mycosis fungoides. Roentgen therapy at varying intervals has 
afforded symptomatic relief. In 1942 a course of eight hyperthermal treatments 
was given. A biopsy specimen taken in June 1946 showed mycosis fungoides with 
poikiloderma-like changes. Examination now shows scaling, pigmentation, 
mottling and atrophy in association with the indurated plaques. The general 
health has remained good. 


Mycosis Fungoides. 


J. H. K., a 37 year old white man, was admitted to the Mayo Clinic for the 
first time on Feb. 21, 1944, complaining of recurring, intensely pruritic plaques 
and tumors about the trunk and extremities. Onset was in 1942, with appearance 
of asymptomatic scaling plaques of the trunk. In 1943, these became pruritic. 
Roentgen therapy has been followed by resolution of these pruritic plaques. 
Brown-pigmented, macular areas mark the sites of former plaques and tumors. 
In April 1946, the patient was treated again for a tomato-sized tumor of the 
nose. Within a few weeks after roentgen therapy, the tumor had disappeared, and 
the present normal contours of the nose returned. The lesion of the left ankle 
has been present five weeks. Resolution has already begun since the first roentgen 
treatment a few days ago. There are no abnormal laboratory observations. Studies 
of smears of the peripheral blood reveal no evidence of lymphoblastoma. Histologic 
examination showed mycosis fungoides. 


Erythroderma; Leukemic Reticuloendotheliosis (Monocytic Leukemia of 
Shilling). 

J. H. F., a 53 year old white man, first noted an erythematous papular eruption 
of the inguinal regions in 1942, There has been a gradual spread to the entire 
body, accompanied with severe pruritus. Several years ago, he noted occasional 
circinate lesions and scattered rough plaques on the lower part of the abdomen. 
In 1945 the face, neck, palms and soles became involved. The pruritus is aggra- 
vated by heat and moisture. The weight has remained unchanged for the last 
six months. High and low voltage roentgen therapy was given in 1945 and 1946. 

Physical examination reveals a well developed obese man. There is universal 
exfoliative dermatitis with purpuric elements apparent in the skin of the face, 
upper part of the trunk and extremities. There is generalized lymphadenopathy, 
but the spleen is not palpable. 

Biopsy of skin and smears of peripheral blood reveal characteristic features 
of leukemic reticuloendotheliosis. Bone marrow obtained by sternal aspiration 
revealed occasional leukemic reticuloendothelial cells. The values for hemoglobin 
and erythrocytes were essentially normal. Leukocytes on four occasions were 
recorded as 17,000, 44,300, 82,000 and 19,000 cells per cubic millimeter, respectively. 
Thrombocytes numbered 44,000 per cubic millimeter on a recent examination. 
The differential ratio of leukocytes revealed leukemic reticuloendothelial cells, 
41 per cent on one occasion and 24 per cent on another. 


DISCUSSION 


Dr. Francis Lyncu: Erythroderma is a rare manifestation of monocytic 
leukemia, which has been called to our attention by Dr. Montgomery on several 
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occasions. The purpuric tendency seen here is seldom met with in erythroderma 
of other causation and might be regarded as an aid in differentiation of the cause 
of the erythroderma since it is so often observed in leukemia cutis of any clinical 
form. 

“Dr. Hamitton Montcomery: I am glad that Dr. Lynch mentioned the 
purpuric features in this case. In cases of monocytic leukemia especially of the 
Shilling type, whether the cutaneous manifestations are those of nodules and 
plaques or those of erythroderma, purpuric lesions occur early in the disease, in 
contrast to purpuric lesions occurring usually only in the terminal phases of 
other types of lymphoblastoma. 


Lipid Proteinosis. 


L. C., a farm hand aged 21, first was admitted to the clinic in January 1914 
(Montgomery, H., and Havens, F. Z.: Xanthomatosis IV. Lipoid Proteinosis 
(Phosphatide Lipoidosis), Arch. Otolaryng. 29:650-661 [April] 1939). He com- 
plained of precordial pain of four months’ duration. He was found to have symptoms 
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of exophthalmic goiter, and at operation a diagnosis of hypertrophic paren- 
chymatous thyroid was made. Examination at that time revealed the presence 
of stomatitis, pharyngitis, laryngitis and a peculiar bleblike formation over the 
tonsils. In June 1915, the patient complained by correspondence that he had 
been losing his speech since the thyroid operation. In 1920 he complained of 
continued hoarseness. 

In February 1938, at the age of 45, the patient returned to the clinic because 
the hoarseness had increased during the preceding six months and because the 
tip of the tongue had become sore. Questioning revealed that hoarseness had been 
present since infancy, but had not been severe until recently and that he had 
had open sores on the buttocks as a child, lesions on the elbows and knees for 
twenty years, and lesions on the chin and mucocutaneous junctions for about 
two years. The family history was noncontributory. 

In January 1941, on the patient’s next admission to the clinic, his hoarseness 
had increased and he had difficulty talking for any length of time; he complained of 
a setisation of constriction about his heart following exertion or excitement. 

In January 1943, at his next visit to the clinic, he complained of soreness 
of the left side of the throat, which had been present for one year. A small ulcer 
was found between the tongue and the left lateral pharyngeal wall. 
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In September 1946, at the patient’s most recent visit to the clinic, the hypo 
pharynx and larynx were unchanged, but there was more infiltration of the 
margins of the epiglottis than before. 

Tests made in 1938 showed glucose tolerance to be normal, blood sugar 90 mg. 
per hundred cubic centimeters and basal metabolic rate—8 per cent; the result 
of the test of hepatic function was normal. 


DISCUSSION 


Dr. HAmiILton Montcomery: This patient first came to the clinic in 1914, 
at which time Dr. Balfour performed a thyroidectomy for an exophthalmic goiter. 
He had had a little hoarseness before the operation. However, the hoarseness 
became much greater postoperatively, and the patient was inclined to believe that 
the hoarseness was a sequela to the operation. However, this man’s hoarseness is 
due entirely to his lipid proteinosis. When we first saw this patient in 1938, we 
thought of localized amyloidosis or neurodermatitis, because of the total absence 
of yellowish hue to the lesions. The disease has not progressed appreciably since 
the time of first examination, except possibly by a little greater infiltration of the 
vocal cords. It is to be noted that his blood lipids have always been within normal 
limits except for a relative increase in phosphatides noted in the analysis done 
a couple of days ago. The cholesterol and total lipids are now considerably below 
normal. Similar observations in regard to blood lipids have been reported in cases 
since Dr. Havens and I originally reported this case (Arch. Otolaryng. 29:650- 
661, 1939). In lipid proteinosis there is merging of the lipids with the connective 
tissue and deposition of lipids in the walls of the capillaries. No foam or xanthoma 
cells are present. One might regard this condition as a degenerative process 
rather than a true xanthomatosis. : 

Dr. StepHAN RorHMaNn: Like Dr. Montgomery, we found in our case high 
phosphorus values in the diseased tissue, but normal blood lipid values, including 
phosphatides, The disease seems to be a genetically induced degenerative process 
rather than a metabolic disturbance. 


Xanthoma Diabeticorum. 


E. O., a 30 year old white man, was found to have diabetes mellitus in 1943 
while in the army. He since has been able to control his diabetes fairly well with 
a weighed diet and 40 to 45 units of protamine zinc insulin daily. In January 1946, 
he changed brands of insulin. Within ten days he noticed the development of 
papules and nodules on the trunk, extremities and neck. Ten days later he 
changed back to the previous brand of insulin, and since then the cutaneous lesions 
have been subsiding. During the three to four months prior to his admission 
to the clinic, on Aug. 20, he lost 30 pounds (Kg.) in weight and noticed the 
onset of generalized fatigability, burning, numbness and weakness of the hands 
and muscular cramps in the legs at night. The patient's family history and systemic 
review do not reveal information of significance. 

Examination reveals discrete pinhead-sized to bean-sized, pale red and violaceous 
nodules studded with yellow areas, similar nodules which are crusted and numerous 
excoriations on the trunk, extremities and neck. 

Laboratory examination revealed the presence of sugar, acetone and dijacetic 
acid in the urine. The fasting blood sugar level was 318 mg. per hundred cubic 
centimeters. Blood lipid studies showed: cholesterol, 812 mg.; cholesterol esters, 
566 mg.; fatty acids, 2,632 mg.; lecithin, 734 mg., and total lipids, 3,444 mg. per 
hundred cubic centimeters. 
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The histologic picture of tissue removed from a lesion on the patient’s left 
knee was characteristic of xanthoma. 


Xanthomatous Biliary Cirrhosis (Biirger and Griitz Cutaneous and 
Mucosal Lipoidosis?), Xanthoma Tuberosum, Secondary to Hepatic 
Disease (Obstructive Jaundice). 


R. N., a 50 year old unmarried white woman, was well until January 1942, 
when she had her initial attack of pain in the right upper quadrant of the 
abdomen and light-colored stools. In August 1942 a cholecystectomy was done, 
revealing cholelithiasis. Postoperatively she had pneumonia, anuria and decrease 
in weight from 120 to 85 pounds (54 Kg. to 39 Kg.) in two months. Surgical 
reconstruction of the common bile duct in October was followed within one 
month by onset of jaundice, which has persisted to date. In the latter part of 
1942 there appeared yellow periorbital infiltrations. Between November 1942 
and April 1944, there were attacks of chills and fever about every two weeks, 
ceasing after further surgical attention to the common bile ducts in April, since which 
time the stools have again been normal in color. Beginning in December 1944, 


Results of Studies 
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yellow nodules appeared on the ears, elbows, knuckles and toes, with small plaques 
in the perioral wrinkle lines and the palmar folds of the fingers, and diffuse non- 
elevated yellow infiltrations periorbitally, periorally, on the neck, hard palate and 
buccal and gingival mucosa. There is no familial history of xanthoma. One 
brother died of heart trouble at the age of 50 years. 

At present, the skin is intensely jaundiced; the liver edge is palpable across 
the epigastrium 1 fingerbreadth above the umbilicus. Small nodular infiltrations 
can be palpated on the extensor tendons of the arms and legs. 


DISCUSSION 


Dr. Reusen NoMianp: Do you think that obstructive jaundice as such can 
produce xanthomatosis of the skin without producing biliary cirrhosis? 

Dr. Cart Laymon, Minneapolis.: It is indeed a privilege to see a group of 
lipoidoses such as those presented today. The female patient with xanthomatous 
biliary cirrhosis well exemplifies the point made by several observers that 
xanthomatous disease of the liver is rather frequently associated with lesions 
on the palms and soles, 

Dr. Hamitton MontcoMery: This case is of considerable interest to me 
because the history and course of events is rather typical for xanthomatous biliary 
cirrhosis; yet, the patient has involvement of the corners of the mouth and large 
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plaquelike lesions similar to those in a case of more extensive involvement we 
had recently which seemed to fit in with Birger-Griitz hepatosplenomegaly with 
cutaneous and mucous membrane lipoidosis. In both these recent cases, there was 
great increase in phospholipids, over half of the total lipids in both cases being 
in this form. In the usual case of xanthomatous biliary cirrhosis, the major 
increase is in cholesterol, occasionally in free cholesterol rather than in cholesterol 
esters. The phospholipids are also increased, but not out of proportion to the 
total lipids. Biirger and Griitz’s first patient with hepatosplenomegaly and 
cutaneous and mucous membrane lipoidosis did not have jaundice. A second 
patient whom they reported did have jaundice. Both had a disproportionate 
elevation of phospholipids, and both showed decided response to dietary measures. 
In our cases, we were unable to break down blood lipids to monophosphatides 
and diaminophosphatides. In Niemann-Pick disease, there is decided increase in 
sphingomyelin or diaminophosphatides, and again there is hepatosplenomegaly. 
The prognosis in xanthomatous biliary cirrhosis, which I am afraid this woman 
has, is usually serious. She should, nevertheless, be on an animal-fat-free diet. 
Other remedies, such as lipocaic and choline, which have been advocated in 
xanthomatosis have not proved effective in our experience. 

When cutaneous xanthoma occurs as a primary disease or secondary to hepatic 
disease, one is likely to find both xanthoma-tuberosum-like lesions occurring on 
extensor surfaces and lesions simulating xanthoma disseminatum occurring on the 
flexural surfaces. In the latter condition, there is no elevation of blood lipids, 
although the histologic picture of both is similar and both present typical xanthoma 
and Touton giant cells. 

The picture presented by the patient with xanthoma diabeticorum is what 
Thannhauser would call the eruptive secondary type of xanthomatosis. A specimen 
from one of the excoriated lesions is typical of xanthoma, but already there is 
partial absorption of the lipids by the reticuloendothelial system in response to 
treatment. In xanthoma diabeticorum, the fatty acids are increased out of all 
proportion to the other blood plasma lipids and the cutaneous lesions respond 
quickly to a diabetic regimen, including the administration of insulin. 


Pseudo Xanthoma Elasticum. 


J. S., a 25 year old white woman, an x-ray technician, was first seen here in 
March 1945, for diagnosis of yellowish discolorations of the flexural areas of the 
body. A small lesion was first noticed on the right side of the neck about fifteen 
years ago. This gradually enlarged, but did not cause her concern until about two 
years ago, when lesions began appearing elsewhere. Since then the plaques have 
gradually increased in size. Lesions have been symptomless. She knows of no 
similar cutaneous disease in her family. The ophthalmologist found typical angioid 
streaks of the retinas around the optic disks. Visual acuity has decreased greatly 
in the last two years. 

Examination reveals rather extensive linear discolorations on the sides of 
the neck, axillas, flexor surfaces of the arms, groins and popliteal regions. The 
individual lesions are small circumscribed cream-colored to yellow nodules which 
coalesce to form streaks. The skin in the affected areas is relaxed and loose, 
forming folds. 

DISCUSSION 


Dr. ReuseN NoMLANp: The thing I wish to discuss about the patient with 
pseudoxanthoma elasticum is the microincineration of the skin. Several years 
ago Dr. Clark Finnerud and I, in 2 cases of pseudoxanthoma, found that there 
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was a great increase in calcium salts which outlined the degenerated elastic 
tissue fibers. The increased calcium was shown by chemical analysis and by 
special stains for calcium. I do not believe that the presence of calcium is of 
special significance, as it is deposited in degenerated tissues, a phenomenon that 
is found in many pathologic processes. 


Epidermolysis Bullosa; Colloid Millium. 


R. H., 20 year old farmer, complained of recurring episodes of water blisters 
on his hands since June 1946. Bullae, sometimes with hemorrhage, varying in 
number from two to six, appear after a hard day’s work. They arise from 
apparently normal skin, do not itch and last for several days. When he does 
not work, there are no bullae. Thickening of the distal fourth of his nose has 
been present for six months. His past history is essentially normal save that for 
six weeks in the summer of 1945 similar lesions were present. There is no 
history of atopy, intake of drugs or familial cutaneous disease. 

Four to five bullae are present at the lateral and dorsal surfaces of the fingers 
and hands. A few scattered excoriated lesions are present on the posterior surface 
of the neck. The distal fourth of his nose is lichenified, and there are small 
verrucous lesions. Tinea versicolor is present on his trunk and upper extremities. 
Results of laboratory studies are essentially normal. A single specimen of urine 
revealed no evidence of primary fluorescence, and the reaction to the test for 
porphobilinogen was doubtful. Results of photosensitivity studies were negative, 
as were results of patch tests with suspected farm contacts. Microscopic sections 
of the skin of the nose revealed features of colloid millium. 


DISCUSSION 


Dr. STEPHAN RorHMAN: What spectral regions were used in testing the light 
sensitivity in this case? Unfortunately, our knowledge of hydroa aestivale and of 
its range of light sensitivity is rather incomplete. There are clinically typical 
cases, some with and some without porphyria. Abnormal light sensitivity sometimes 
was found in the short wave ultraviolet region (for instance by Martenstein), 
whereas porphyrins sensitize in the region of 4,000 angstrom units. 

Dr. Louis A. Brunstinc: The skin was tested in various ways, including 
with visible and with ultraviolet rays. We suspected porphyria but could not prove it. 
(Subsequently there developed abdominal symptoms of acute porphyria with port- 
wine-colored urine which contained large amounts of coproporphyrin and uropor- 
phyrin. The patient’s mother was found to have latent porphyria.) 


Acne Conglobata. 

Mrs. C. A. K., 43 years old, farmer’s wife, has had chronic small superficial 
granulomas on her body for thirty-five years. The lesions began as papules, 
which enlarge peripherally to form an indurated purplish red plaque with two 
or three sinuses which exude seropurulent material. The lesions resolve slowly 
in four to six months, leaving a slightly depressed scar. One year ago, a similar 
lesion appeared on the left buttock, with gradual increase in size and severity 
until now most of the buttock is involved by a large granulomatous mass. 

Since July 1946, she has had intermittent nausea and vomiting, numbness of 
the hands and feet, weakness of the arms and legs and mild ataxia. It is for 
the latter symptoms that she seeks medical care. 

The general physical examination reveals extensor muscle weakness of the 
arms and legs, loss of vibratory sense of the legs, a positive Romberg sign and 
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mild ataxia. It is the opinion of the neurologist that these signs are those of 
a Guillain-Barré syndrome. 

Laboratory studies reveal: an elevation of the sedimentation rate of the 
erythrocytes, mild hypochromic secondary anemia with moderate leukocytosis and 
a positive reaction to the Nonne test of the cerebral spinal fluid with a total protein 
of 70 mg. per hundred cubic centimeters. Cultures from the left buttock grew 
gram-negative and gram-positive bacilli, Streptococcus hemolyticus, Aerobacter 
aerogenes and Escherichia coli. Cultures of the lesions and spinal fluid were 
negative for fungi. 


Hidradenitis Suppurativa. 


H. J. J., a 47 year old police officer, first noted furuncles in the left axilla 
ten years ago. These lesions were followed by chronic inflammatory nodules, 
draining sinuses and formation of corded scar tissue. Two years later, the right 
axilla, the groins, the perianal areas, the gluteal cleft and the adjacent areas of 
the buttocks became involved by the same process, which has steadily increased 
in severity and extent. The general health has not been affected. Laboratory studies 
reveal only mild hypochromic secondary anema. Cultures revealed a growth 
of Staphylococcus aureus. : 


Hidradenitis Suppurativa. 


L. B., a 22 year old Negro woman was first seen in November 1945. At the 
age of 17, draining furuncles of the sternal region developed, which healed com- 
pletely after four years. At 18 years of age, she noted multiple abscess formation 
with sinus tracts about the pubic, vulvar and perianal areas, which has continued 
in spite of much treatment. For three and a half years there has been decided 
edema of the vulva. 

Laboratory examinations revealed moderate secondary anemia. The sedimenta- 
tion rate was 120 mm. in 1 hour. Biopsy and scraping from the lesions repeatedly 
failed to reveal Donovan bodies. Repeated Frei tests elicited negative results. 
Cultures for tuberculosis and fungi were negative. A green Streptococcus, 
Staphylococcus aureus and Corynebacterium were cultured. The patient has 
had surgical excision of the granulomatous areas. 


DISCUSSION 


Dr. Henry MIcHELSON, Minneapolis: I believe that one may consider this 
entire group of diseases under one general heading and include the dissecting 
cellulitis of the scalp and acne conglobata. In spite of the fact that they are called 
pyodermas, they really are conditions involving the subcutaneous tissues much 
more than the skin. I feel that one must sound a warning about the overuse of 
roentgen rays. When the patient is first seen, especially with hidradenitis and if 
the condition is not too severe, a fair trial with roentgen rays is permissible; but 
roentgen rays should by no means be continued if there is no response and the con- 
dition continues to get worse. I have seen patients severely damaged with the 
continued use of roentgen rays. 

Dr. Frep T. Becker, Duluth, Minn.: In regard to the Negro woman with the 
vulvar involvement, I will say that from the red beefy appearance of the granula- 
tion tissue, which undoubtedly had been disturbed from treatment, I suspected 
granuloma inguinale. After seeing many of these cases during the past four 
years in the South, I found that the organisms are particularly difficult to 
demonstrate. It was the practice of my co-workers and me to scrape the lesions 











SOCIETY TRANSACTIONS—MINNESOTA 631 


with a sharp scalpel and smear the scrapings on a slide, using either the Wright 
or the Giemsa stain, with, however, twice the length of time for the staining 
technic as is used in blood smears. There is also a tendency in these cases to relapse 
after treatment, and it usually is advisable to continue stibophen administration three 
times a week for a period of: ten weeks and then continue the injections once a 
week for at least six months. 

Dr. Ropert R. KieRLAnp: The similarity between the picture now presented 
by this patient and that of granuloma inguinale is great. However, this has been 
due to repeated surgical excision of the granulomatous masses and canalizing 
abscesses, which leave a velvety granulating base. Complete search for Donovan 
bodies had been done before her admission and was done here as well, with 
completely negative results. In addition, before her admission here she had had 
extensive courses of antimony preparations, including stibophen, and, while here, 
she had over 15,000,000 units of streptomycin without any benefit whatsoever. 

I would like to have Dr. Barton discuss his recent experience in the treatment 
of granuloma inguinale with streptomycin. 

Dr. Rosert L. Barton, Dubuque, Ia. (by invitation): During the past five 
months I have treated 3 patients with granuloma inguinale with streptomycin, 
20,000 to 30,000 units every three hours intramuscularly over a period of three to 
five weeks. In 1 of the patients the lesions completely disappeared and did not 
recur after three months of observation. In the other 2 patients, who were treated 
for necessarily shorter periods of time inasmuch as our supply of streptomycin 
was exhausted, the lesions improved rapidly almost to the point of complete 
healing, but relapsed within a month after the cessation of streptomycin therapy. 
I was favorably impressed, however, by the response of this disease to streptomycin. 

Dr. Water C. Popp, Rochester, Minn.: Roentgen therapy is of value in 
hidradenitis suppurativa in perhaps two ways: in the fairly acute phase it does 
tend to ameliorate activity of the process; secondly, in the chronic phase it some- 
times tends to reduce the induration and render the process inactive. Only too 
often hidradenitis is treated with low voltage roentgen therapy, with about 80 
kilovolts and no filtration. Since it is essential to have sufficient penetration to 
affect a lesion at any depth, it seems reasonable that voltages much higher than 
80, perhaps in the range of 130 to 140 kilovolts, with 3 or 4 mm. of aluminum 
filtration, are much more beneficial. At no time do we treat lesions of this nature 
with low voltage radiation. The dosage for individual treatments depends largely 
on whether the process is acute or chronic. 


Thromboangiitis Obliterans. 

O. T., a 37 year old man, unemployed, was essentially in good health until 
1942, when multiple small tender nodules appeared on both legs. From 1942 until 
the present there have been repeated episodes of superficial migratory thrombo- 
phlebitis, with lesions appearing on his wrists, arms and legs. He has complained 
of intermittent claudication in his left leg since 1943 and in his right leg since 
1945. In 1944, after treatment for an ingrown toe nail, a painful ulcer developed 
around the nail, which healed after eleven months of bed rest in an army hospital. 
The ulcer reappeared on the same site in May 1946 and has been unresponsive 
to treatment. Since August, after dissection of part of the fourth finger nail 
of the right hand, an ischemic painful ulcer has been present. 

The past history is essentially normal, save that he has smoked a package 
of cigarets daily from the age of 23 to the time of his admission here. 
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Physical examination reveals an ischemic ulcer on the lateral surface of the 
right great toe nail and on the distal tuft of the fourth finger of the right hand. 
There is a positive Allen sign of the right hand, decided pallor on elevation of 
both hands and rubor on dependency of both feet. Results of laboratory studies 
were essentially negative. Roentgen examination of the fourth finger of the right 
hand shows early destructive changes in the tufts of the distal phalanx. The 
peripheral pulsations are shown in the table. 


Peripheral Pulsations 








Right Left 
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SE BON ig i's vv cabo va vepebeecncbedeos 2 o* 





* Absent pulse. 
+ Normal pulse. 


Thromboangiitis Obliterans. 


J. A. H., a 34 year old clerk, was essentially in good health until July 1945, 
when, after the paring of a callus on the plantar surface of his right great toe, 
an ulcer developed which has failed to heal and has gradually increased in size 
and depth. In the last month he has had severe pain in this lesion. His past 
history is essentially normal, save that he has had cold feet for three years and 
has smoked at least a package of cigarets a day since the age of 17 until a 
month ago. There has been no history of migratory thrombophlebitis or of 
intermittent claudication. 

Physical examination revealed an ischemic ulcer on the plantar surface of the 
right great toe. There is elevation pallor of both feet, dependency rubor and 
delayed venous filling time of the superficial veins on the dorsa of the feet. 

Results of laboratory studies were negative. Roentgen examination of the 
right great toe showed osteoporosis of the distal phalanx. The peripheral pulsa- 
tions are shown in the table. 


Peripheral Pulsations* 








Right Left 
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* 4 is normal pulse; 0 is absent pulse. 


DISCUSSION 


Dr. E. M. Farser, Rochester, Minn. (by invitation): The simplest operative 
procedure involving the extremities of patients with unrecognized obliterative 
peripheral vascular disease is fraught with danger. The removal of a callus from 
the toe of the last patient reported resulted in the formation of an indolent 
ischemic ulcer. This case illustrates that Buerger’s disease may have an insidious 
onset, for at the time of the removal of the callus there was no history of migratory 
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thrombophlebitis, intermittent claudication or rest pain; the pathologic changes 
may have involved at this time only the vessels of the right great toe. When the 
patient was examined nine months after the callus had been removed, one had 
little difficulty in recognizing the presence of thromboangiitis obliterans. Physical 
examination of the lower extremities revealed the presence of rubor on dependency, 
pallor on elevation and absence of arterial pulsations of the right foot. 


The other patient, prior to surgical removal of an ingrown toe nail, had a 
history of migratory thrombophlebitis and intermittent claudication of several 
years. Failure to recognize the peripheral vascular insufficiency in this patient 
resulted in the formation of an ischemic ulcer. 


The prognosis for the patient with the ischemic ulcer of the right great toe 
is better than in the patient with the ischemic ulcers on the toe and finger, but 
the course in each patient, irrespective of absolute bed rest, the use of antibiotics 
and so forth, is expectedly slow. Sympathectomy for the lower extremities in 
patients with Buerger’s disease is more effective than sympathectomy for the 
upper extremities. For that reason, the patient with the ischemic ulcer on the 
dorsum of the toe will undoubtedly have a shorter hospital course. 


Acrosclerosis. 


Mrs. O. T., a 42 year old married woman, in December 1945 noted swelling 
of the fingers, with the color changing to a purplish and greenish white when the 
hands were exposed to cold. There was a “solid” feeling to the forearms in the 
morning. 


The hands, legs and feet are somewhat ivory colored. Pressure on the hands 
and feet results in pronounced blanching. The skin of the hands and feet is shiny, 
smooth and slightly sclerosed but not hidebound to the underlying tissues. The 
face is uninvolved. 


Acrosclerosis; Raynaud’s Disease with Scleroderma. 


Mrs. H. L., a 35 year old married woman, first noted swelling of the hands 
in January 1946. When the hands became cold, they became blue, then yellow 
and red when warmed. In February, similar changes were noted in the feet. 
About two months ago the face became swollen and stiff. Roentgen examination 
of the hands and knees showed minimal arthritis of the terminal phalangeal joints. 
Roentgen examination of the teeth showed the characteristic widening of the 
peridontal space between the posterior teeth on both sides, as originally described 
in cases of acrosclerosis by Dr. E. C. Stafne. No dental abscesses or pyorrhea 
was noted. 


Acrosclerosis. 


Mrs. J. P., a 49 year old native of Santiago, Chile, first came to the Mayo 
Clinic in August 1937, at which time a diagnosis of acrosclerosis was made. At 
that time the patient had had vasomotor changes of the fingers for about five 
years, especially on exposure to cold and with emotional disturbances. At the 
time of her admission there was definite sclerosis of the fingers, with necrotic 
ulcerations of the finger tips. Some tightening of the skin of the face with narrow- 
ing of the lips and a mild degree of sclerodermatous infiltration in the upper part 
of the chest were noted. Bilateral thoracic sympathetic ganglionectomy and trunk 
resection were done on August 25. 

The patient has been observed and treated at the clinic on six occasions since 
her original visit but has had a steady downward course. The fingers have become 
definitely shortened, although the degree of ulceration of the finger tips is minimal. 
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The patient has had sclerodermatous infiltration of the esophagus, which has 


responded to esophageal dilatation. 
She has, in addition, cholecystitis with stones and chronic duodenal ulcer. 


Acrosclerosis. 


J. A. L., a 54 year old farmer, was well until six years ago, when his hands 
and fingers became blue and ached on exposure to cold. The feet participated 
in a similar but less intense reaction. The fingers have gradually become increas- 
ingly stiff and swollen and the skin smooth and bound down with almost a boardlike 
consistency. Ulcerations developed on the finger tips and have healed slowly, 
leaving stellate scars. There is a sensation of stiffness in the skin of the forehead, 
and the skin cannot be wrinkled. A recalcitrant superficial ulcer has been present 
over the external malleolus of the right foot for the past three months. There is 
no cutaneous sclerosis in the lower extremities, but the feet are cyanotic and cold 
to the touch even at room temperature. 

Skin temperature shows a rise of 11 to 18 degrees (F.) in the fingers and toes 
in response to increased room temperature. Roentgen examination of the esophagus 
shows definite sclerodermatous changes with impaired peristalsis. 

Roentgenograms of the dental regions and of the hands are essentially normal. 
Results of laboratory studies, including blood calcium and phosphorus, were essen- 
tially negative. Biopsy of the skin revealed atypical acrosclerosis. 


Acrosclerosis. 


C. J., a 34 year old merchant, observed in 1945 that his fingers and feet became 
white when exposed to cold, but on subsequent warming they became dark purple 
and were painful. Shortly thereafter, there was noted ulceration of the finger 
tips of the right hand. The story of swelling of the hands was vague. In January 
1946, however, the skin of the fingers, hands, toes and feet began to harden, and 
there was stiffness in the joints. By the early part of February he was unable to 
make a fist. 

The induration of the skin has progressed to the point where there are, on 
many of the bony prominences, superficial ulcerations with crusting. The skin on 
the hands, forearms and feet is tense and tight. The face has an “ironed-out” 
expression. There is some thinning of the lips. The skin of the face is somewhat 
pigmented and of a glistening grayish hue. 

Roentgenograms of the esophagus showed sclerodermatous infiltration with 
atonic musculature. Roentgenograms of the thorax showed minimal fibrosis and 
calcified tuberculosis in the apex of the right lung. 


DISCUSSION 


Dr. STEPHAN RoTHMAN: I have difficulty in understanding the concept of 
acrosclerosis. If it is meant that acrosclerosis always starts with Raynaud-like 
signs, I would like to state that in the first 2 cases of the group the disease 
started with swelling which corresponds with the first (edematous) phase of all 
sclerodermas. “Acrosclerosis” also may start with arthritic pain and bone changes, 
because it is a generalized connective tissue disease from the beginning. No 
doubt there are diffuse and circumscribed forms of scleroderma. But if one sub- 
tracts the acrosclerotic type from the group of diffuse scleroderma, I wonder 
what remains in that group. What is “true diffuse scleroderma?” I would like 
to ask Dr. O’Leary to discuss this point and particularly to mention how often 
one sees diffuse generalized scleroderma which is not acrosclerosis. 
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Dr. REUBEN NoMLAND: I had the opportunity to see the second patient from 
the very beginning several months ago. The thing she complained of primarily 
was swelling, which at first disappeared at night and reappeared during the day 
but later became more or less constant. It is only in the last several weeks that 
she has had sclerosis of the hands, arms, feet and legs and elsewhere. At the 
beginning I thought that she presented an odd type of angioneurotic edema, but 
when sclerosis of the skin developed I was uncertain about which form of 
scleroderma she had. I am still uncertain, because it seems to me that at no 
time did she complain of Raynaud-like symptoms; at least in the beginning, they 
were minimal if not absent. I hope that the roentgen examination of the tooth 
sockets will give a clue as to the definite classification of her disease. 


Dr. E. A. Hines, Rochester, Minn. (by invitation): It is important to differ- 
entiate Raynaud’s phenomenon from other types of changes in the color of the 
skin, such as acrocyanosis and erythema or persistent pallor of the skin. Raynaud’s 
phenomenon should connote intermittent color changes in the skin, and the inter- 
mittency is an important part of the condition. Patients who experience Raynaud’s 
phenomenon have periods when the skin color is normal or practically so and the 
color changes come in episodes, on exposure to cold and sometimes with emotional 
disturbance. The changes in color often consist of a three phase color change of 
cyanosis, pallor and redness, but in many instances only one of these color changes 
occurs, such as pallor on exposure to cold or cyanosis. I consider this also to be 
Raynaud’s phenomenon even though there is only one type of color change, because 
the paroxysm is produced by arterial spasm and perhaps venous spasm, and different 
types of changes of color in the skin may be produced, depending on the extent 
and severity of the spasm. Raynaud’s phenomenon may occur in a variety of 
different conditions and diseases, including Raynaud’s disease, and that is one of 
the reasons why there has been so much confusion in the diagnosis of Raynaud’s 
disease and scleroderma. In obtaining the patient’s history, it is always important 
that one try to determine when the color changes started in relationship to the 
changes in the skin. This may be difficult to determine particularly because patients 
with scleroderma who have color changes, since they are spectacular, are more 
likely to notice them before they notice other changes, such as stiffness of the 
skin or difficulty in bending joints, and in many cases one cannot determine 
definitely which came first. Many of the patients with primary acral scleroderma 
also have Raynaud’s phenomenon, and, to add more confusion to the picture, in 
some patients with long-standing Raynaud’s disease scleroderma may develop, 
but in many it does not. 

The results of sympathectomy for scleroderma with Raynaud’s phenomena have 
not been too good because these patients often have organic’changes in the skin 
and subcutaneous tissues which one should not expect a sympathectomy to affect. 
Dr. O’Leary has done more sympathectomies in acrosclerosis and generalized 
scleroderma than I have and can give you a better evaluation than I can. I know 
that in Raynaud’s disease one can get good results, practically in 100 per cent, in 
patients who have lumbar sympathectomy for the lower extremities; that is, they 
get rid of Raynaud’s phenomenon and cold feet and may have no further trouble 
for years. In the upper extremities the results are much less satisfactory. About 
one third will get a good result from sympathectomy that will persist; two thirds 
get temporary results which will persist for months or a year or two and then 
they have the same trouble again. Since this is true in Raynaud’s disease without 
scleroderma, one can see why sympathectomy in the upper extremities cannot be 
expected to accomplish a great deal in cases of acrosclerosis. Patients with acral 
scleroderma who have a severe Raynaud’s phenomenon and rather mild scleroderma 
may get some benefit from sympathectomy, and it should be considered. I am 
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especially interested, from this point of view, in a recent change in the technic of 
cervicothoracic sympathectomy, a change introduced, I believe, by Dr. Goetz 
of South Africa, in which only the second thoracic ganglion is removed instead of 
the lower cervical and upper thoracic chain. Dr. J. G. Love, of the Mayo Clinic 
staff, has done a few of these operations in patients with Raynaud’s disease and 
Buerger’s disease with rather good results in the hands. This is a much less 
extensive operation than cervicothoracic sympathectomy. The patients are usually 
out of the hospital in three or four days and are not incapacitated for a long 
period. If this simpler operation works out, there will be something of a less 
extensive nature to offer the patients who have acrosclerosis and Raynaud’s 
phenomenon of the hands. 

Dr. Paut A. O’Leary, Rochester, Minn.: These 5 patients with varying 
degrees of Raynaud’s phenomenon and scleroderma were shown primarily to 
illustrate some of the manifestations of this syndrome. Acrosclerosis, I realize, 
is not a good term, but I have continued to use it in order to separate these patients, 
at least for the time being, from patients with frank generalized scleroderma. The 
more we see of patients with this syndrome the more obvious are its dissimilarities 
to generalized scleroderma. It is unusual to see the disease in male subjects; the 
2 male patients offer several unique features, the outstanding one of which is involve- 
ment of the lower extremities, which in the adult man is decidedly more pronounced 
than it is in female subjects. From the morphologic point of view, patients with 
acrosclerosis do not manifest the yellow Carnauba wax hue that is so common in 
the generalized forms of scleroderma. The distribution of the cutaneous sclerosis 
in this group of patients is typical; starting in the fingers or hands, then involving 
the forearms, later the face and upper part of the chest and, on occasion, the feet, 
it is quite distinct from the course of the disease in the patient who has generalized 
scleroderma and perhaps sclerodactylia. Patients with acrosclerosis show compli- 
cations or manifestations of the disease which are characteristic of the entity and 
are not seen in patients with generalized scleroderma. Among these manifestations 
is involvement of the esophagus, either in the form of sclerodermatous-like infiltra- 
tions or shortening of the esophagus, with resulting hiatal hernias. In a few cases 
cardiospasm is present. Esophageal dilatation usually gives these patients symp- 
tomatic relief. Pulmonary fibrosis (scleroderma?) is not uncommon. 

Dr. E. E. Stafne, of our dental staff, has recently called attention to the fact 
that patients with acrosclerosis have characteristic changes demonstrable in dental 
roentgenograms. These consist of widening of the peridontal spaces and occur 
mostly about the posterior teeth, although occasionally they may, as the roent- 
genograms showed today, affect all the teeth. After surveying a large number of 
roentgenograms of patients with generalized scleroderma, Stafne found only 1 who 
presented this change. 

Another distinction that to me is of great importance is that patients with 
acrosclerosis have labile vasomotor indexes. One of the men shown has a vaso- 
motor index of 18 degrees (F.), meaning that on changing from a cold to a hot 
room the temperature in his fingers was increased up to 10 C. In patients with 
generalized scleroderma who subsequently have sclerodactylia, vasomotor indexes 
are usually of narrow range, in the neighborhood of 2 degrees (F.). A similar 
observation has been noted in the study of the capillary loops of the nail beds of 
patients with cutaneous sclerosis. Patients with acrosclerosis have a capillary 
loop similar to that of Raynauds disease, with dilatation, stasis and slowing of 
the capillary flow. In the patients with generalized scleroderma and sclerodactylia 
the capillaries are fewer, large and “feathery” and do not show evidence of 
stasis in the loops. 
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Although performance of sympathectomy is of material help in patients with 
Raynaud’s disease, the procedure is of no value in patients with acrosclerosis. 
I think, too, that the frequency with which acrosclerosis clears spontaneously, 
apparently when the Raynaud phenomenon becomes minimal or disappears, is 
another striking feature of the disease. The subcutaneous atrophy which is noted, 
especially in the cases that clear spontaneously, is another of the striking differences 
between scleroderma and acrosclerosis. The skin returns almost to normal, but 
the subcutaneous tissues melt out ; however, ankylosis of the finger joints frequently 
remains in this phase of the disease. Acrosclerosis will occasionally produce 
spontaneous amputations of the fingers; absorption of the distal phalanges is 
invariably present in the cases of advanced disease in one degree or another. 
Spontaneous amputations are rare in Raynaud’s disease and unfamiliar to me in 
patients with sclerodactylia as a part of generalized scleroderma. 

I regard cutaneous sclerosis as a symptom rather than as an entity and believe 
that some day different causative agents or mechanisms will be recognized. It is 
with this thought in mind that I make a distinction between acrosclerosis and 
generalized scleroderma, with the hope that by so doing we may eventually learn 
something about the cause of cutaneous sclerosis. 


Chronic Discoid Lupus Erythematosus? 


Miss Y. J., a 27 year old Negro woman, in 1938 noticed fissuring and irritation 
of the lips followed by thickening and a white glazed appearance of the vermilion 
borders. Roentgen therapy was ineffective. Subsequent spontaneous involution 
of the lesions occurred, however, and residual patches of purplish black pigmenta- 
tion of the lips appeared. In 1943, a pruritic circinate plaque developed on the 
left hip. This was followed in 1944 by the development of similar plaques on the 
dorsal surfaces of the hands and the plantar surfaces of the feet. Roentgen 
therapy again was ineffective. The patient’s family history and systemic review 
were noncontributory. 

Examination at the Mayo Clinic in March 1945 showed bilateral symmetric 
circumscribed scaling violaceous plaques, 3 to 5 cm. in diameter, on the dorsolateral 
surfaces of the hands and on the plantar-medial surfaces of the tarsal areas of 
the feet. Patchy purplish black pigmented areas were present on the lips, and 
symmetric telangiectatic mucosal ¢rosions were present on the buccal mucosa 
opposite the third molars. The results of the general examination were essentially 
normal except for secondary anemia. 

A vitamin A tolerance test showed a rise in the blood vitamin A level to the 
lower limits of normal. Coincident with the oral administration of 150,000 units 
of vitamin A daily for eight months, the lesions showed moderate improvement. 
The anemia responded to treatment with ferrous sulfate. 

The patient then received courses of sodium cacodylate, mercury succinimide, 
typhoid vaccine, bismuth subsalicylate and oxophenarsine hydrochloride without 
significant improvement in the cutaneous lesions. ; 

In May and June 1946, the lesions on the right and left hands and on the left 
foot were excised, with skin grafts on the denuded areas. Good surgical results 
were obtained, but subsequently there was recurrence at the edges of the lesions. 

The diagnosis from pathologic study of tissue removed from the buccal mucosa 
was benign leukoplakia. Tissue removed from the hands and feet suggested 
porokeratosis of Mibelli at first and lupus erythematosus or lichen planus later. 


Subacute Disseminated Lupus Erythematosus; Alopecia Totalis. 


B. K., a 27 year old white man, noticed the onset of a generalized eruption in 
August 1944. In November, crusted pustular lesions occurred on his scalp and 
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resulted in the complete loss of hair from the scalp and partial loss of hair from 
the bearded areas. Loss of axillary and pubic hair occurred without other gross 
cutaneous changes in these areas. 

Examination at the Mayo Clinic in November 1945 revealed almost complete 
alopecia, scaling, diffuse atrophy and violaceous discoloration of the scalp, cheeks 
and forehead and bilateral, symmetric, keratoti¢ follicular plugging on the knees 
and on the elbows. Fungi could not be demonstrated in the lesions. The diagnosis 
from histologic study of tissue removed from the left cheek was subacute dis- 
seminated lupus erythematosus. 

DISCUSSION 

Dr. Cart Laymon: In my opinion this man presents a combination of alopecia 
totalis and superficial lupus erythematosus of the face which is now inactive. I 
think that cicatricial alopecias, such as pseudopelade and folliculitis decalvans, 
can be ruled out, since neither of these diseases causes a total loss of hair on the 
scalp. I could not see evidence of lupus erythematosus of the scalp. 

Dr. Francis Lyncu: The causes of lupus erythematosus are not yet known, 
but endocrine disturbance has been observed frequently and many regard it as a 
factor in the course of this disease. Lupus erythematosus is less common in men 
than in women; in this man there is evidence of endocrine abnormality, as shown 
by the body build and the feminine distribution of adipose tissue as well as the 
alopecia. 


A Case for Diagnosis (Tuberculid?). 


A. B., an 18 year old Negro girl, has had a generalized pruritic papular and 
vesicular eruption with involvement of the mouth for the past two years. This 
has been accompanied with an inflammatory condition of the eyes and by migratory 
polyarthritis. She gives a history of hospitalization elsewhere from November 
1942 to March 1943, because of possible pulmonary tuberculosis. 

Physical examination reveals a generalized papular and vesicular eruptivn of 
the skin with crusted excoriations, scars and pigmentation, accompanied with 
erosions on the mucous membrane and an anal fissure; swelling and entropion of 
the eyelids with injection, bulla formation, superficial ulceration, scarring and 
cicatricial contraction of the conjunctivas; painless swelling of the right knee, 
and localized left hydropneumothorax with fibrous tuberculosis of the apex of the 
left lung. Results of serologic tests for syphilis were negative. The result of a 
tuberculin test (purified protein derivative, first strength) was strongly positive. 
(Microscopic sections were presented.) 


DISCUSSION 


Dr. Joun Mappen, St. Paul: I thought that there was a possibility that the 
patient had dermatitis herpetiformis. .. The lesions were in the areas that ordinarily 
are involved. The eruption was itchy; many of the lesions were vesicular, and the 
microscopic section showed vesicles with a high percentage of eosinophils in the 
infiltrate. 


Erythema Induratum. 


Mrs. I. W. B., a 53 year old white housewife, noted nine months ago a pigeon- 
egg-sized, nontender deep-seated nodule in the right calf. The overlying skin was 
attached to the lesion and subsequently became violaceous, thickened and scaly. 
Three months ago four roentgen treatments, given this area by her family physician, 
were without benefit. One month ago ulceration and purulent discharge developed 
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in the area. The left calf became involved seven or eight months ago with small 
deep-seated nodules, which have gradually enlarged and coalesced but have shown 
no further progression to date. 

The patient is otherwise asymptomatic and has no history of tuberculosis. A 
roentgenogram of the thorax does not show tuberculosis, but the reaction to the 
tuberculin test (purified protein derivative, single strength) is strongly positive. 
The sedimentation rate is 18 mm. per hour. A biopsy specimen taken elsewhere 
two months after onset was reported as showing chronic granuloma, possibly of 
tuberculous origin; the histologic picture as recently reviewed here is consistent 
with erythema induratum. A mild degree of lichen simplex chronicus is present 
on the extensor aspect of the forearms. 


DISCUSSION 

Dr. Louis A. Brunstinc: . Erythema induratum usually occurs on the legs of 
women who are much younger than this patient. In the early stages the diagnosis 
is difficult and biopsy of an early nodule may reveal pathologic changes which are 
nonspecific in character, resembling those of so-called nodular vasculitis. 

As regards treatment, it is necessary not only to consider the general health of 
the patient but also to control the edema of the legs, and this is best done by the 
application of spiral bandages of Para rubber. 

Dr. Henry MICHELSON: My co-workers and I have treated a small number 
of patients with the Charpy vitamin D,. treatment and there has been enough 
improvement to make us believe that this treatment is worth while. We have also 
used this treatment in lupus vulgaris, and, although the results have not been as 
startling as reported in France and England, the treatment is worthy of trial in 
all such conditions. 


Lupus Vulgaris. 


M. P., a 64 year old married woman, noted the first lesion on her forehead 
two and a half years ago, followed in six months by the appearance of other 
lesions of the cheeks, nose and ears. She has ten discrete patches, varying in 
size up to 5 cm. The large plaque is pigmented and scaling, with atrophic center, 
and under diascopic pressure shows numerous apple-jelly nodules throughout. 
Histologic examination revealed lupus vulgaris. A roentgenogram of the thorax 
showed a dilatation of the aorta but is otherwise normal. The tuberculin reaction 
(purified protein derivative, single strength) was positive (2 plus). The sedi- 
mentation rate was 48 mm. per hour. Results of serologic tests for syphilis were 
negative. Roentgenograms of both hands and fingers showed minimal hypertrophic 
changes of the phalangeal joints, which the roentgenologists said were not com- 
patible with the diagnosis of sarcoid. 

The patient is presented because she is at present receiving streptomycin for 
lupus vulgaris. She has had only five days of treatment and, of course, has not 
yet shown any significant changes. 


DISCUSSION 


Dr. Henry MicHetson: This patient presents difficulty in diagnosis, both 
clinically and microscopically. I would consider lupus vulgaris, lupus erythematosus, 
especially of the LeLoir type, and sarcoid. I did not believe it to be lupus vulgaris 
because the lesions were so numerous and there was so much destructive scarring 
without any visible lupus nodules. I do not believe that the microscopic observa- 
tions were conclusive. The diagnosis might be any of the aforementioned conditions 
and still be consistent with the microscopic picture. 
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Dr. Paut A. O’Leary: The exhibit of lantern slides showing the effects of 
streptomycin in patients with various types of cutaneous tuberculosis was probably 
not seen by all of you. Accordingly, a few comments in regard to our experience 
with this antibiotic might be of interest. Streptomycin has been difficult to 
obtain, and in our early experience some of it was impure, so that with a limited 
amount of the drug, an uncertain supply, some impurities and no precedence, 
we found it necessary to “feel our way along.” Streptomycin was originally 
given in the same manner as penicillin, namely, intramuscularly at three hour 
intervals, with doses of 20,000 units or more. We learned some time ago that 
streptomycin in small doses, that is of less than 500,000 units a day, is not of 
value in patients with cutaneous tuberculosis, but as the doses were increased 
we were encouraged by the better results. Now patients are given approximately 
2,000,000 units, or 2 Gm., a day; 1,000,000 units of streptomycin is equivalent to 
1 Gm. It is given while the patient is ambulatory, at the rate of two injections 
a day, 1 Gm. in the morning and 1 Gm. in the evening, intramuscularly, preferably 
in the buttocks. 

The complications from streptomycin therapy are similar to those that are 
noted from penicillin; in addition, however, vertigo develops in some patients 
who receive large doses, which, unfortunately, in a few patients has persisted now 
for many months following the cessation of the use of streptomycin. The patients 
with scrofuloderma and secondary mixed infection have thrived best; the ulcera- 
tions have healed and tend to remain healed. One woman with the ulcerated form 
of lupus vulgaris failed to derive any benefit from promizole® (4, 2’-diamino- 
diphenyl-5’-thiazole sulfone) or diasone® (disodium-formaldehyde-sulfoxylate- 
diamino-diphenyl-sulfone), but, as noted from the slides, derived striking benefit 
from streptomycin. We were dismayed, however, that a biopsy specimen taken the 
day the patient left for home, after she had received 120 Gm. of streptomycin, 
still showed active tubercles, even though the ulceration was entirely healed. 

We do not feel at the moment that streptomycin is by any means the last 
word in the treatment of cutaneous tuberculosis, although we have noted a 
sufficient amount of encouragement in certain patients with cutaneous tuberculosis 
to continue to give the antibiotic a more extended trial. 


Ragweed Dermatitis. 


E. F., a 34 year old farmer from Western Canada, for the past three years 
has had a recurrent eruption of the face, neck, arms and legs appearing each 
June and persisting until the first frost. In winter he is much improved, there 
being only residual lichenification of the flexures of the elbows and popliteal areas. 
There is no personal or familial allergic history except that one sister has had 
eczema. His wife is said to have a similar condition. Patch tests elicit strongly 
positive reactions to small and western ragweed. 


DISCUSSION 


Dr. STEPHAN RoTHMAN: It is a remarkable fact that pollen eczema is the 
only eczematous contact dermatitis which simulates neurodermatitis so closely 
that differentiation on the basis of the clinical picture is practically impossible. 
I wonder how this could be explained. 

Dr. Henry MicHELSON: In my experience, this condition does not subside 
with the occurrence of frost or with the advent of winter. That is the point that 
confuses us so much, although we realize that the patients may continue to get 
specific irritation from various things with which a farmer comes in contact. It 
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seems to me the ragweed irritant establishes a condition which is hardly dis- 
tinguishable from atopic eczema. 

Dr. Cart Laymon: Dr. Michelson mentioned that many cases of ragweed 
dermatitis persist well into winter, long after frost. Ragweed dermatitis occurs 
most frequently in farmers; even after frost these persons still come in contact 
with ragweed which is contained in hay which they feed their stock. It has also 
been noted many times that the longer the patient has ragweed dermatitis the 
greater is the tendency for the disease to become perennial. 

Dr. Joun Mapven: Recently I have seen 3 cases in which the disease looked 
like acute contact dermatitis following ragweed injections for hay fever. These 
eruptions did not occur in the usual sites of ragweed dermatitis. One was on the 
sides of the face, one on the extensor surfaces of the forearms and another on 
the sides of the neck. The eruptions recurred after each injection until the dose 
was reduced. Whenever patients who are receiving injections for any allergic 
disease have an eruption, the injection should always be thought of as the cause. 

Dr. Reusen NoMLanp: I would like to call to Dr. Michelson’s attention 
that grinding of small grains, wheat and oats but not corn, is apt to result in an 
attack of dermatitis in persons sensitive to short ragweed. The allergen is 
present on the small grain, but not on corn, which is protected by the husk. In 
the treatment of sensitivity to short ragweed, I think that I have had moderate 
success in desensitization by giving increasing doses of an extract. The entire 
dry plant is extracted with ether, and the resultant oily extract is dissolved in a 
vegetable oil and given orally in a capsule in increasing doses. I have recently 
spoken to two dermatologists who felt that they could desensitize their patients; 
one by giving the powdered leaves enclosed in a capsule and the other by giving 
increasing doses of a ragweed tea made from the entire plant. Ragweed dermatitis 
shows many of the involved areas similar to those of atopic eczema, but involve- 
ment of the genitalia and especially of the eyelids is characteristic of ragweed 
sensitivity. I routinely make patch tests with many weed extracts, and rarely 
do I find that giant ragweed causes dermatitis. 

Dr. Rosert L. Barton (by invitation): As Dr. Lynch and Dr. Rothman 
pointed out, the similarity between ragweed dermatitis and atopic eczema is 
sometimes confusing. In this connection it is worth while to recall that, whereas 
in atopic dermatitis white dermographism is the rule, in ragweed dermatitis red 
dermographism is commonly elicited. This patient revealed a red dermographism 
when stroked on the face. 

Dr. Louts A. Brunstinc: Atopic dermatitis and contact sensitivity to ragweed 
are often combined in the same patient. I have never seen an instance in which 
treatment by desensitization changed the reaction to the patch test to negative, 
although there may be some degree of hyposensitization so that a measure of relief 
from the periodic recurrence is obtained; this is helped too, as the patient learns 
what situations in his environment he should avoid. 


Harry A. Cumming, M.D., President 


Rodney F. Kendall, M.D., Secretary 
Jan. 24, 1947 


Mycosis Fungoides, Plaque Type. Presented by Dr. S. E. Sweirzer, Minne- 
apolis. 
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A Case for Diagnosis (Lymphoblastoma?). Presented by Dr. S. E. 
SWEITZER. 


Xanthoma Tuberosum with Lesions on Palms and Elbows. Presented by 
Dr. S. E. Sweitzer. 


Benign Pemphigus. Presented by Dr. Francis W. Lyncu, St. Paul. 
Extensive Morphea. Presented by Dr. Cart W. Laymon. 


Argyria Uninfluenced by 2,3-Dimercaptopropanol (Bal). Presented by Dr. 
H. E. MIcHELson. 


A Case for Diagnosis (Lymphedema of the Lower Part of the Leg). 
Presented by Dr. S. E. Sweirzer. 


J. H., a male infant aged 614 months, was noted to have at birth enlargement 
of the lower part of the left leg, not including the foot. One week after birth, 
roentgen examination of the leg was thought to reveal a fracture. A cast was 
applied and left on for about four weeks. The patient was first seen on Oct. 1, 
1946, at which time the lower part of the leg measured 1 inch (2.5 cm.) greater 
in circumference than the right leg. There was no pitting of the leg on pressure 
although it did show some dimpling, and the process resembled subcutaneous fat 
necrosis. Two biopsies were reported as showing no pathologic changes. 

Examination reveals uniform enlargement of the lower region of the left leg. 
The general health is good, and the baby’s weight is now about 25 pounds 
(11.3 Kg.). 

Roentgen examination of both legs on Oct. 10, 1946, was reported as follows: 
“There is marked swelling or hypertrophy of the soft tissue of the left leg, 
including the muscle, which is uniform in density. The shaft of the left tibia 
is approximately 0.5 cm. longer than the right, and the cortex of the left tibia 
and fibula is thicker than on the normal side, with an increase in the anterior 
bowing of the left tibia. The findings are consistent with diffuse lipomatosis of 
the soft tissue of the left leg as well as hemangioma and are not characteristic, 
as far as we can determine, of any one particular pathologic condition. The 
hypertrophy of the bones is apparently associated with the soft tissue changes.” 


DISCUSSION 

Dr. EuGene Farser, Rochester, Minn. (by invitation): I think that the 
possibility of congenital arteriovenous fistula should be considered. Any infant 
who has one leg or lower extremity larger than the other, especially with an 
increase in the size of the bones, makes one think of this. I could not hear a 
murmur in the upper part of the thigh, however, nor could I feel an area of 
increased temperature. In congenital lesions of this sort, there may be multiple 
angiomas. There was no pitting on pressure. It was my impression that this 
unilateral swelling might be secondary to some congenital disorder in the arteries 
or veins of this extremity. 

Dr. SaAmuet E. Sweitzer, Minneapolis: The leg varies in size. If an 
arterial factor were present, it could stay the same size. Now it is a bit bigger than 
the last time. 

Dr. Harry A. CumMMING, Minneapolis: It would be interesting to know what 
the surgeon who performed the biopsy found at the operation. When I did a 
punch biopsy, a considerable amount of lymph drained out. 
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Nevoxanthoendothelioma (Numerous Tumors on the Scalp and Trunk). 
Presented by Dr. S. E. SwEIrzer. 


C. P., a male infant aged 6 months, presented a yellowish tumor 1.5 cm. in 
diameter located on the right cheek shortly after birth. At 2% months, another 
tumor appeared on the front of the scalp. Since then numerous small painless 
nodules have developed over the scalp and then on the body. The child was 
otherwise normal. It was born six weeks prematurely by a cesarean section. 

Examination reveals firm, painless, yellowish nodules scattered on the scalp, 
face and body. The largest lesion on the right cheek, approximately 2.5 cm. in 
diameter, shows central depression from excoriating. There is also a large 
swelling over the right eyebrow covered by normal skin. Roentgenograms of this 
lesion show no bony involvement. 

The histologic section confirms the clinical diagnosis. 


DISCUSSION 


Dr. Cart W. Laymon, Minneapolis: There are several interesting features 
about this case. It is the most extensive one that I have ever seen. In most 
cases of nevoxanthoendothelioma there are one or two groups of papules and 
nodules located at the extensor surface of the extremities. In this case there are 
dozens of lesions distributed diffusely over the head, trunk and extremities. In 
most cases of nevoxanthoendothelioma there is hyperlipemia, and in most of those 
which have been reported there has been spontaneous involution by the time 
the patient was 2 years old. I feel that the prognosis in the case is good despite 
the large number of lesions. 

Dr. Francis W. Lyncu, St. Paul: About twelve years ago Dr. Bell examined 
sections from the case which I presented before the Mississippi Valley Conference. 
It was his impression that, rather than a xanthomatous process, we were dealing 
with a nevoid process with degeneration of the nevoid cells. 

Dr. Cart W. Laymon, Minneapolis: The concensus among dermatopathologists 
is that nevoxanthoendothelioma presents a distinctive histopathologic picture 
characterized by the presence of xanthomatous cells plus endothelial and Touton 


giant cells. 


Basal Squamous Cell Epithelioma of the Back. Presented by Dr. S. E. 
SWEITZER. 


Squamous Cell Epithelioma of the Vulva in a Woman Aged 73 Years. 
Presented by Dr. S. E. Sweitzer. 


Wooly Hair Nevus. Presented by Dr. S. E. Sweitzer. 


M. P., a female child aged 4, of Italian extraction, was apparently normal at 
birth and had a normal growth of slightly curly hair. At the age of 514 months 
all the hair was shed and replaced by a scanty down. Since there was no growth 
of hair by the time the child was 2 years old the mother had the child’s head 
shaved several times on the advice of friends. 

Examination reveals scanty growth of hair with a fine kinky texture. There 
are no signs of any inflammation of the scalp. 


DISCUSSION 
Dr. E. T. Ceper, Minneapolis: I wonder if some observers might object to 
the term “nevus” as applied in this case. Fred Wise (Medical Journal and Record 
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125:545, 1927) reported some cases of wooly hair nevus which were characterized 
by localized areas of wooly hair among normal hair. In this case it is a generalized 
affair. There is some suggestion of ectodermal defect in the quality of the hair, 
but the child presents no other evidence of such defects. 


Keloid of the Chin. Presented by Dr. S. E. Sweitzer. 


A Case for Diagnosis (Ulcer on the Ankle). Presented by Dr. S. E. 
SWEITZER. 


W. J., a man aged 20, was previously shown at a meeting of the Minnesota 
Dermatologic Society in 1941 with ichthyosis. He was admitted to the Minneapolis 
General Hospital Surgical Service on July 1, 1946, because of a large ulcer on 
the medial aspect of the left ankle together with bilateral inguinal adenopathy 
and multiple small draining sinuses in both inguinal regions. The patient stated that 
about eight weeks prior to his admission a small papule developed over the 
internal malleolus of the left ankle. This became infected and resulted in an 
ulcer which progressively increased in size in spite of local treatment. After a 
period of six weeks he noticed drainage from the inguinal region. His past history 
revealed that he had been treated seven years previously with a body cast for 
kyphosis and scoliosis of undetermined cause. While in the hospital he was 
treated with various types of antiseptic soaks and packs, bed rest and elevation 
of the leg. He was also given 25,000 units of penicillin every three hours for a 
total of 2,500,000 units. During the first three weeks of hospitalization he had a 
temperature from 99 to 100 F. The ulcer of the leg gradually healed, and he was 
discharged from the hospital on September 28 completely asymptomatic. 

Examination now reveals a raised bluish red area on the medial aspect of the 
left ankle about 7 cm. in diameter, with a small central ulcer. There are also 
several small granulomatous sinuses in both groins which are draining a small 
amount of seropurulent material. 

The hemoglobin content was 83 to 88 per cent, the erythrocytes numbered 
4,370,000 and the leukocytes numbered 6,200 to 10,800, with a normal differential 
count. Tests for syphilis gave negative reactions. The blood cholesterol was 
150 mg. and the blood plasma protein 6.8 Gm. per hundred cubic centimeters. 
The sedimentation rate on admission was 83 mm..in 60 minutes and on discharge 
16 mm. Cultures of the ulcer on the leg and drainage from the inguinal sinuses 
revealed Staphylococcus albus and Staph. aureus, diphtheroids and gram-positive 
cocci. One smear of material from a lesion in the groin was reported as 
showing acid-fast bacilli in addition to gram-negative and gram-positive cocci, 
spirochetes and fusiform bacilli and diphtheroids. The sputum did not contain 
tubercle bacilli. Guinea pig inoculation of material from the ankle resulted in 
negative reactions after eight weeks. Mantoux and Frei tests gave negative 
reactions. Agglutination tests for Brucella melitensis and Pasteurella tularensis 
elicited negative reactions. Roentgenograms of the spine revealed kyphosis with 
moderate hypertrophic changes, and roentgenograms of the left ankle were normal. 


Histologic sections were shown, 


DISCUSSION 


Dr. Joun F. MaAppen, St. Paul: The lesions on the patient’s chest, groin and 
back are those of acne conglobata. The lesion on the leg could well have been 
a secondarily infected traumatic ulcer. I think that these lesions are all part of a 
general pyogenic infection. 
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‘Dr. Harry. A. Cumminc, Minneapolis: There is little question that the 
lesions on the chest are those of acne conglobata. I must confess that I did 
not see them until this evening..-The patient also presents ichthyosis of the 
follicular type, for which he was presented previously. 

Dr. F. T. Becker, Duluth, Minn.: In military personel whom we observed 
in hot, humid climates extensive acne lesions developed. These became generalized 
and occasionally involved the legs and arms. I believe that this patient has a 
deep, cystic type: of acne, and treatment should be directed toward eradication 
of these cysts. My experience with penicillin in this type of case was that it 
was not too beneficial but it did clear. up the secondary infection. 

‘Dr. E. T. Ceper, Minneapolis: I should like to relate the sequénce of events. 
Originally the patient had a large granulomatous ulcer of the leg. There was 
adenitis, with no suppuration and no sinus formation. After a period of about a 
month, the sinus developed in the left inguinal area. He hdd no lesions elsewhere. 

Dr. E. DeELAMaTER, Rochester, Minn. (by invitation). I palpated the area 
around the lesion, and I thought that there were several loculations of. fluid 
material. I wonder whether the aspiration of some pus, which perhaps would 
not be contaminated by the ulcer itself, might indicate some organisms such as 
those of actinomyces. 

The bones are not involved in the roentgenograms. Proper culture technic 
might be indicative even though sulfur granules are not present. Roentgen therapy 
given to the lesion, followed by culture from five to ten days later, might show 
the granules which form in the suppuration.. 


Erythema Induratum. Presented by Dr. Cart W. Laymon. 


Heberden’s Nodes with Cysts on the Fingers. Presented by Dr. S. E. 
SWEITZER. 
DISCUSSION 


Dr. E. T. Ceper, Minneapolis: I provoked the presentation of this case 
because of the problem of differentiating the cysts associated with Heberden’s nodes 
from synovial cysts. Synovial cysts have a synovial lining. In Heberden’s node 
cysts there is not supposed to be any synovial proliferation. The cystic degeneration 
is merely a soft tissue or bursal reaction. 

Dr. Jonn F. Mappen, St. Paul: I agree in the main with Dr. Ceder’s 
differential diagnosis between Heberden’s nodes and synovial cysts. However, 
synovial cysts may be multiple although they usually are not. In either instance 
the most important thing is not to attempt their removal by surgical means. 
If an attempt is made to remove synovial cysts surgically, varying degrees of 
infection and ankylosis of the joint often follow. 


A Case for Diagnosis (Stasis Dermatitis?). Presented by Dr. S. E. 
SWEITZER. 


J. W., a man aged 64, stated that he had had varicose veins for the past 
twenty-five years. He had worn elastic bandages off and on during the past 
twenty years because of intermittent swelling with redness of the legs. He had 
had no other treatment for his veins and no previous ulceration of the legs. 
On Dec. 18, 1946, an acute, vesicular, pruritic contact dermatitis of the hands 
and forearms developed after contact with boiler compound. He was treated 
with wet dressings and ointments, with improvement. Nine days ago ulcerations 
of the lower extremities developed. Examination reveals multiple hemorrhagic 
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ulcerations involving the lower part of both legs, more marked on the left. 
There is also a diffuse pigmentation of both legs. The ulcers are covered with 
dark crusts. The blood pressure is 134 systolic and 76 diastolic. 


DISCUSSION 


Dr. E. T. Ceper, Minneapolis: I thought this case was of interest because 
of the nature of the ulcerations, They appeared suddenly, in one crop on both 
legs, as small infarcted areas surrounded by a zone of purpura. There was 
evidence of stasis present, as manifested by edema, and varicosities. These lesions 
all developed in a period of two or three days and are exquisitely painful. They 
did not impress me as being typical of stasis dermatitis or stasis ulceration, 
and I wonder what the opinion of some of the other observers might be. 

Dr. Evucene Farser, Rochester, Minn. (by invitation): This patient has 
obvious chronic venous insufficiency. However, I had him stand erect and 
observed that almost none of the lesions are located directly over an incompetent 
vein. All are on the anterior surface of the legs and are readily within reach. 

This patient has a normal blood pressure for his age. The leg ulcers in 
hypertensive patients which we recognize are not generalized but are one or two 
in number, occur more frequently around the lateral surface of the ankle and 
are ischemic. They do not respond to any form of local therapy but seem to 
follow an uneventful course, sometimes taking six to eight months before healing. 
When an ischemic-appearing ulcer develops on the leg or ankle of a patient 
with hypertensive vascular disease and there is no evidence of chronic venous 
insufficiency or thromboangiitis obliterans, an ischemic ulcer due to arteriolar 
sclerosis should be considered. 

I cannot think of any ulcerative disease of the legs with which this could 
be classified. I think this ulcerative process should be considered as factitial or 
self induced. 


Neurofibromatosis (Von Recklinghausen’s Disease.) Presented by Dr. 
S. E. Swetzer. 


Acrodermatitis Chronica Atrophicans with Ulceration. Presented by Dr. 
S. E. Sweitzer. 


Rheumatic Nodules. Presented by Dr. S. E. Sweitzer. 


P. S., a white man aged 54, stated that he first noted subcutaneous nodules 
in the tips of his thumbs and on both elbows and heels about fourteen years 
previously after an attack which was diagnosed as acute rheumatic fever. These 
nodules were not tender or painful. Large nodules on the elbows and _ heels 
were excised in July 1946. 

Examination reveals four firm subcutaneous nodules on the palmar aspects 
of both thumbs. They are not tender. The elbows and heels show healed post- 
operative scars. 

Roentgenograms of the hands reveal hypertrophic changes of the interphalangeal 
joints of both thumbs with no evidence of soft tissue tumor or calcification. 


Parapsoriasis en Plaques (Brocq). Presented by Dr. S. E. Sweitzer. 


Chronic Dermatitis Resembling Mycosis Fungoides. Presented by Dr. S. E. 
SwEITZER. 
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A Case for Diagnosis (Tuberculosis Due to Inoculation?). Presented by 
Dr. Joun G. Downrne, Boston. 


A Case for Diagnosis (Psoriasis? Parapsoriasis? Neurodermatitis Dis- 
seminata?). Presented by Dr. Jounn G. Downtne, Boston. 


A Case for Diagnosis. (Granuloma Annulare of the Hand? Porokera- 
tosis?). Presented by Dr. S. J. Messina, Boston. 


Fox-Fordyce Disease. Presented by Dr. Bernarp Appet, Lynn, Mass. 


A Case for Diagnosis (Dermatitis Factitia?). Presented by Dr. F. RoncHEseE, 
Providence, R. I. 


Tuberculosis Colliquativa (Scrofuloderma). Presented by Dr. Bernarp 
Appet, Lynn, Mass. 


Mycosis Fungoides. Presented by Dr. M. M. Totman, Boston. 


Papulopustular Dermatitis Medicamentosa (Sulfasuxidine). Presented by 
Dr. C. Guy Lane, Boston. 


Lymphosarcoma of the Skin. Presented by Dr. Francis M. THurmon, Boston. 


Sarcoidosis of the Skin. Presented by Dr. Atrrep HoLLanper, Springfield, 
Mass. 


Generalized Scleroderma. Presented by Dr. Francis M. THurmon, Boston. 


Bernard Appel, M.D., President 


G. Marshall Crawford, M.D., Secretary 
Oct. 9, 1946 


Dermatitis Factitia. Presented by Dr. C. Guy Lane, Boston. 
Hemangioma. Presented by Dr. W. J. MacDonatp, Boston. 


Lichen Planus (Hypertrophic Type with Bullae); Psoriasis. Presented by 
Dr. G. MARSHALL CRAWFORD, Boston. 


Moniliasis of Mouth, Larynx, One Finger and Vagina. Presented by Dr. 
J. H. Swartz, Boston. 
An 11 year old white girl, E. F., is presented with mucocutaneous lesions of 
four years’ duration. The first complaint was soreness in the mouth, and white 
patches were discovered on the buccal mucosa. Shortly afterward swelling and 
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tenderness developed in the terminal phalanx of the left middle finger. At some 
unknown later date, the patient experienced vaginal pruritus with lesions similar 
to those in her mouth. There have been partial remissions and exacerbations of 
symptoms at irregular intervals. 

This little girl’s mouth exhibits. lesions involving the buccal mucosa and 
various portions of the tongue. These consist of sharply defined, whitish, firmly 
adherent membranes. There is fissuring at both oral commissures, with a slightly 
glazed appearance. The labia minora exhibit whitish patches similar to those 
in the mouth. The terminal phalanx of the left middle finger is slightly swollen. 
There is thickening of the finger nail, with distortion and opacity of the nail plate. 

This patient spent several months in the Massachusetts General Hospital. 
Laryngoscopy showed the same whitish membranous patches in the larynx. Micro- 
scopic examination of scrapings from the mouth, vagina and finger nail revealed 
sporelike bodies suggestive of monilial organisms. The same material planted on 
Sabouraud’s mediums produced colonies identified as Monilia albicans. Results of 
roentgenologic examination of the chest were normal. An intradermal test with 
oidiomycin (1:1,000) resulted in a positive reaction (1 plus). Treatment consisted 
of general supportive measures, such as high vitamin—high caloric diet and 
several small transfusions of whole blood. Daily inhalations of ethyl iodide were 
administered for six weeks. Local applications included streptomycin, 20 per cent 
sodium caprylate solution, proprionic acid-sodium proprionate solution and quar- 
tenary ammonium compound. The progress of the disease has continued uninflu- 
enced by any of this treatment. 


Moniliasis of the Mouth. Presented by Dr. J. H. Swartz, Boston. 


An 18 year old white girl, S. B., occupied as a hairdresser, is presented with 
oral lesions of six months’ duration. The patient first noticed enlarged glands in 
her neck and shortly afterward found white patches in her mouth. These were 
asymptomatic at first, but spread gradually, and there was subsequently some pain 
on swallowing. 

Examination reveals lesions scattered over the palate and anterior tonsillar 
pillars. They consist of small grayish deposits which create a mottled appearance 
on the affected areas. This exudate can be easily removed by scraping, revealing 
a normal-looking mucous membrane. Those on the tonsillar pillars and a few on 
the soft palate are more whitish. 

This patient spent about a month in the Massachusetts General Hospital. It 
was found that the removal of all exudate was followed by its rapid reappearance 
in almost identical fashion. Material obtained from the lesions of the mouth grew 
organisms identified as Monilia albicans when cultured on Sabouraud’s mediums. 
Treatment consisted of the application of Gram’s solution and subsequently of 20 
per cent sodium caprylate solution, in each instance after removal of exudate. 
The disease proved refractory to treatment. 


DISCUSSION OF THE TWO PRECEDING CASES 


Dr. Georce E. Morris: I would suggest the use of a paint containing 1.0 per 
cent methylrosaniline chloride and 1.0 per cent formaldehyde, to be applied daily. 

Dr. Francis M. THurMon: There is a solution which I have been evaluating 
clinically: glycerite of hydrogen peroxide. In the presence of serum and blood 
cells it liberates oxygen, and because of the surface tension of the glycerine it 
contains, the liberated oxygen is confined to the solution over prolonged periods 
of time, for twenty-four to thirty-six hours. I have not used the solution in 
moniliasis. I do know that certain spore-bearing organisms are killed by 
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oxygenation from this compound. When used as a diluent or for topical applica- 
tions, it offers a distinct. method of therapy. The solution is now commercially 


available. 


A Case for Diagnosis (Bacterid?). Presented by Dr. M. M. Totman, Boston, 
and Compr. W. C. Marsu, United States Navy Medical Corps (by invitation). 


T. B. B., a 47 year old white American naval captain, is presented with an 
eruption of over four years’ duration. His. cutaneous disturbance was generalized, 
but primarily affected the palms and soles. It began soon after a cholecystectomy 
in 1942, which was complicated by the spilling of bile into the abdominal cavity. 
Eight grams of sulfanilamide were dusted into the abdomen. The postoperative 
course was stormy. A month later a severe respiratory infection developed, which 
was treated with sulfathiazole; treatment with this drug had to be discontinued 
because of a reaction of undefined type. Shortly thereafter a generalized derma- 
titis developed, accompanied with enlargement of the liver and spleen, ascites and 
a systolic murmur heard at the apex of the heart. At that time, examination of 
the white cells of the blood revealed 60,800 leukocytes per cubic millimeter, with 
77 per cent eosinophilia. Biopsy of muscle was performed and a histologic diagnosis 
of periarteritis nodosa was rendered. By midsummer of 1943 the patient had 
become relatively asymptomatic and remained so until February 1945. At that 
time his eruption reappeared, accompanied with the same systemic symptoms. 
The dermatitis now involved mainly the hands and feet, and since then (twenty 
months) it has recurred approximately every sixteen days. An intensive search 
for foci of infection has been unproductive. Many diagnoses have been suggested 
by the various physicians who have studied the patient, including rheumatic 
fever, periarteritis nodosa, dermatitis herpetiformis, pemphigus vulgaris and recur- 
rent pustular bacterid. 

Examination reveals an eruption mainly on the palms and soles. It consists of 
vesicles, hemorrhagic vesicles, vesicopustules and pustules. These lesions are sur- 
rounded by a zone of erythema and are from 1 to 30 mm. in diameter. They are 
profuse on the palms and soles, but a few are also present on the dorsal surfaces 
of the hands and feet, on the forearms and in the inguinal regions. The remain- 
der of the integument reveals only an occasional lesion, except on the face and 
scalp. The hard palate is covered with a yellowish adherent membrane. Three 
small nonerythematous papules may be seen on the left buccal mucous membrane. 

Electrocardiographic tracings were normal. Results of several tuberculin 
tests were negative, and the reaction to an intradermal test for trichinosis was nega- 
tive. Repeated examination of the urine gave normal results. The red cells 
of the blood were normal in number and appearance. Recent examinations 
of the white cells of the blood have revealed from 9,700 to 60,000 leukocytes 
per cubic millimeter with 16 to 77 per cent eosinophils. The chloride content 
of the blood was 316 mg. per hundred cubic centimeters. The total protein 
content of the blood serum was 3.54 Gm. per hundred cubic centimeters, with 
an albumin-globulin ratio of 2.4. The cholesterol and calcium content of the 
blood were normal. No ova, parasites or abnormal bacteria were found in the 
feces. Cultures inoculated with material removed from vesicles grew hemolytic 
Staphylococcus aureus, hemolytic Streptococcus and nonhemolytic Staph. aureus. 

Treatment has consisted of numerous courses of penicillin, bismuth com- 
pound injections, both autogenous and stock vaccines, liver injections, intravenous 
administration of oxophenarsine hydrochloride, roentgen therapy to the hands 
and feet (350 r), nonspecific protein given parenterally and injections to block 
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the stellate ganglions. A great multiplicity of local applications have also been 
employed. None of these measures have altered the cyclic course of this man’s 
disease. 


DISCUSSION 


Dr. C. Guy LANE: I examined this man with some interest, and I wonder 
whether the disease belongs to the type which is called “infectious eczematoid 
dermatitis.” I do not know what other name to give to these lesions. The 
dermatitis began on the hands and feet and has become generalized. I believe 
that the condition is related to a lowered resistance, a lowered immunity to one of 
the organisms which reside on or in the skin. No one knows why this occurs 
in some persons. It would seem that some means of raising this resistance would 
be a logical method of treatment. I assume that he has had sufficient treatment 
with sulfonamide drugs and perhaps vaccine as well. If not, I suggest that 
an attempt be made with autogenous vaccine therapy. 

Dr. F. RoncHEseE: I would use copper iontophoresis (or alibour water). 
I have employed that solution in 300 or more cases. About 50 per cent of the 
most recalcitrant conditions responded well. 

Compr. W. C. Marsu: He has had both autogenous vaccines and copper 
iontophoresis without response. 

Dr. Francis M. THurRMon: I would suggest the diagnosis of periarteritis 
nodosa. 

Dr. BERNARD AppEL: Has Wright’s opsonic index been determined? 

Compr. W. C. MarsuH: It is not in his record to date. 

Dr. GeorGE E. Morris: Has fever therapy been tried? 

Compr. W. C. Marsu (by invitation): We are giving him a course of 
nonspecific protein injections, using a milk protein product. The _ internists 
have advised against typhoid vaccine hyperpyrexia in this case because of pos- 
sible harm to cardiac and arterial structures, and we are therefore using a milder 
nonspecific protein therapy. 

Dr. E. Mytes StranpisH: Is that the reason the tonsils have not been 
removed ? 

Compr. W. C. MarsH: Six rhinolarynogologists have agreed that tonsillectomy 
is unnecessary. 

Dr. Maurice J. Strauss: There must be something that has not been 
done. You might consider iontophoresis with formaldehyde. 

Dr. M. M. Titman: This man was exhibited before another dermatologic 
society, and the diagnosis of periarteritis nodosa was seriously considered. His 
attacks have been predicted on numerous occasions. An unusual feature of the 
case is that new attacks occur in exact periodic cycles, and the patient can tell 
just what will occur next. Each episode begins with’pain and continues through 
the various stages to exfoliation; then, on the eighteenth day, it recurs regardless 
of all efforts. 

Dr. BerNARD AppeL: I asked this intelligent patient what he found most 
helpful from his own personal experience. He got the best results from neoar- 
sphenamine, better than with oxophenarsine hydrochloride. 

Dr. Georce E. Morris: Is this man perfectly happy in the Navy? 

Compr. W. C. MarsH: He is now in retirement, so that his mental attitude 
has nothing to do with it. 
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Dr. M. M. Totman: What do the members think of the diagnosis of periar- 
teritis nodosa? This has been confirmed by three pathologists. 

Dr. Watrer F. Lerer: It seems reasonable that the patient has periarteri- 
tis nodosa. From the past history, however, the earlier lesions do not suggest 
it. I think that this is a phenomenon of sensitization, and periarteritis nodosa 
is a state of sensitization. The present cutaneous lesions are compatible with 
that diagnosis. 


Angioma Serpiginosum (Schamberg’s Disease?). Presented by Dr. WALTER 
F. Lever, Boston. 


Senile Atrophy of the Skin. Avitaminosis, Multiple. Presented by Dr. C. 
Guy Lane, Boston. 


Nodular Nonsuppurative Panniculitis of the Extremities. Presented by 
Dr. S. J. Messtna, Boston. 


Mrs. S. H. is a 34 year old white housewife. She is presented with lesions 
on the arms and legs of a year’s duration, first noticed as painful lumps on both 
knees. Shortly afterward the patient underwent a cesarean section. During her 
hospitalization many new lesions appeared on the outer aspects of the arms. 
Since that time others have developed with less frequency on both the arms 
and the thighs. They are painful for the first few days, but the discomfort 
gradually disappears and the size of the lesion decreases. A small tumor remains 
palpable under the skin to mark the site of each for varying periods of time. 


The medial aspect of the right arm discloses two small subcutaneous tumors 
of about 1 cm. in diameter. The skin overlying these nodes is dull red. A simi- 
lar lesion is present on the lateral surface of the right thigh. Several smaller 
subcutaneous masses without overlying redness are palpable on both thighs. 

The Hinton reaction of the blood was negative. The hemoglobin content 
of the blood was 13.3 Gm. per hundred cubic centimeters, and the white cells 
numbered 8,500 per cubic millimeter; a differential smear of the blood was 
normal. The blood sedimentation rate was 13.5 mm. per hour. A_ biopsy 
showed “panniculitis.” Treatment has consisted of sulfapyridine given by mouth, 
0.5 Gm. four times daily, for several weeks. 


DISCUSSION 


Dr. Mavrice J. Strauss: I agree that this patient has panniculitis; the 
biopsy certainly showed necrosis of subcutaneous fat. On the other hand, I 
cannot agree that it is a case of relapsing febrile nonsuppurative panniculitis 
or Weber-Christian disease. I say that because it leaves no atrophic scars, 
and does not show any other symptoms of that disease, except simple panniculitis. 

Dr. ALFRED HOLLANDER: We should investigate what laxatives the patient 
may have taken. It may be a dermatitis due to phenolphthalein. 

Dr. S. J. Messina: No drug was taken. 

Dr. ALFRED HOLLANDER: She said she took Senna. 


Dr. WALTER F. Lever: The early lesion that is present today has a clinical 
appearance consistent with that of Weber-Christian disease, although all previ- 
ous lesions have disappeared without resultant atrophy. Weber-Christian dis- 
ease is becoming more widely recognized. So far 31 cases have been described, 
most of them in the last few years. Its cause is not known. In some cases new 
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lesions ‘could te ‘produced by’ the oral administration of iodine, but phenol- 
phthalein has not, been described as a causative agent. 

Dr. S; J. Messtna:. The severity of panniculitis determines the amount of 
atrophy. This is the second of 2 cases of Weber-Christian. disease recently 
seen in one week at the skin clinic of the Massachusetts Memorial Hopsital. 

Dr. WALTER F. Lever: In the second of the 2 cases of Weber-Christian 
disease that Dr. Cummins and I described (Arco. Dermat. & Sypu. 38:415, 
1938) many of the lesions disappeared without leaving a trace. 


A Case for Diagnosis (Sarcoidosis? Scleroderma?). Presented by Dr. M. 
M. Totman, Boston. 


Poikiloderma Reticulare (Civatte). Presented by Dr. Water F. Lever, 
Boston. 


H. M. is a 38 year old married white man employed as a clerk. He has 
an eruption on the forehead and the sides of the face and neck of four years’ 
duration. The patient had noticed during that time a-+gradually progressive 
discoloration of the skin in the aforementioned areas, He stated that there had 
been some degree of discomfort, consisting of a burning sensation. Excessive 
exposure to sunlight was denied. For the past three years this man has taken 
sulfonamide drugs during the winter months. 

Examination reveals changes on the sides of the neck, the lateral aspects 
of the face and to a lesser extent on the forehead, consisting of a dusky red. to 
coppery: hued discoloration with an. admixture of brownish pigmentation. _ This 
disturbance is reticular in appearance, because the pilosebaceous orifices are 
spared. Numerous telangiectases are present within the areas of discoloration. 

A biopsy disclosed hyperpigmentation of the basal cell layer and a moderate 
degree of hyperkeratosis. 

DISCUSSION 


Dr. ALFRED HOLLANDER: The disease in this case closely resembles that 
which Civatte described in women. It is not Riehl’s melanosis. I believe that 
this ‘man acquired his pigmentation from exposure to sunlight, after having 
applied something to his skin. Cosmetic preparations ‘have led to pigmentation in 
many instances of light sensitivity. 

Dr. BERNARD AppeL: The patient was apparently taking sulfonamide drugs 
as a cold preventive or treatment in the winter, but the eruption appeared in the 
summer, 

Dr. ALFRED HOLLANDER: I believe that it is a matter of light sensitivity. 

Dr. BERNARD APPEL: Do you interpret melanosis as vitamin deficiency? 

Dr. Atrrep HoLtANpdER: ‘This picture is similar to that in cases of tar 
melanosis seen at the end of the first world war. In Riehl’s melanosis one sees 
histologically a layer free of pigment in the upper part of the cutis, just next 
to the epidermis. I could not observe it in the presented slide. 


Dr. Leon BaBalian: Poikiloderma recticulare of Civatte is not recognized 
by every author as an entity. According to Petges (Darier, J., and others: 
Nouvelle pratique dermatologique, Paris, Masson & Cie, 1936, vol. 6, pp. 116, 
119, 134 and 135) it is only a form, localized on the face, of poikiloderma atro- 
phicans vasculare of Petges-Jacobi. The latter condition presents variable aspects. 
If, generally speaking, it is erythema with telangiectasia and evolution toward 
a pigmented network and atrophy, there exist attenuated conditions which can- 
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not be distinguished from those described by Civatte on the face. Both condi- 
tions have in common their endocrine origin and their chronic evolution. Riehl’s 
melanosis differs from them by its chocolate brown pigmentation, its follicular 
keratosis and its causative factors (wartime conditions and handling of impure 
oils). 

Dr. Wa ter F. Lever: Poikiloderma atrophicans vasculare of Petges and 
Jacobi is an entirely different disease from poikiloderma reticulare of Civatte. 
Poikiloderma atrophicans vasculare appears to represent a secondary atrophy of 
the skin occurring most frequently in dermatomyositis and scleroderma, but 
occasionally also in mycosis fungoides. Civatte described his poikiloderma reticu- 
lare in 1923 (Ann. de dermat. et syph. 4:605, 1923), but, in 1935, in a letter 
to Kinnear (Kinnear, J.: A Case of Riehl’s Melanosis. With notes on the 
Classification of the Poikilodermas. Brit. J. Dermat. 47:191, 1935), he stated 
that he regarded his poikiloderma reticulare as identical with Riehl’s melanosis. 
Nevertheless, several authors still regard the two diseases as different and, I 
believe,’ with justification. The differences, as pointed out by Pierini and Bosq 
(Ann, de dermat. et syph. 9:381, 1938), are: first, a reticular pattern is present 
in Civatte’s poikiloderma which is absent in Riehl’s melanosis; second, there are 
telangiectases found in Civatte’s poikiloderma, but not in Riehl’s melanosis. In 
this connection I might mention a paper that has just been published in Switzer- 
land (Storck, H.: Ueber Riehl’s Melanose, Dermatologica 92:246, 1946). In 
this paper the statement is made that the number of cases of Riehl’s melanosis 
had increased during World War II; but, in contrast to World War I, the 
majority of cases was reported from France rather than from Germany and 
Austria, possibly because of the nutritional situation which existed in France. 


Bernard Appel, M.D., President 


G. Marshall Crawford, M.D., Secretary 
Dec. 4, 1946 


Generalized, Progressive Scleroderma. Presented by Dr. Joun G. Downing, 
Boston. 


J. C., a 33 year old white woman of Polish birth, occupied as a drill punch 
operator, has a dermatosis of two years’ duration affecting the face, neck, back 
and extremities. This is composed of irregular, nonelevated, red patches of 
assorted sizes and shapes. The color is due to pronounced telangiectasia, which 
fades completely under pressure. In some areas, particularly the elbows and 
hands, the skin is thickened, taut and fixed to underlying structures. The skin 
of the fingers is smooth, shiny and boardlike, resulting in flexion contracture of 
the digits. 

Examination of the blood revealed 3,570,000 erythrocytes per cubic millimeter 
and a hemoglobin content of 11 Gm.; the leukocyte count and differential smear 
were normal. The calcium content of the blood serum was 9.86 mg. and the 
phosphorus was 3.4 mg. per hundred cubic centimeters. The Hinton reaction 
of the blood was negative. The urine was normal. There had been no treatment. 


Generalized, Progressive Scleroderma. Presented by Dr. Bernarp APPEL, 
Lynn, Mass. 


L. W., a°3l year old white American-born fur salesman of Latvian-Russian 
parentage, has an eruption of eight years’ duration, affecting the face, chest 
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and extremities. The first symptom noticed by the patient was stiffness of his 
fingers. The first discernible lesion appeared on the back of the right hand eight 
years ago. This consisted of a small, hard, white spot which spread slowly but 
steadily. A similar area soon appeared on the other hand; more followed on all 
of the fingers and later on the feet and legs. Within the past two years the face 
and chest have become affected. There has been some difficulty in swallowing in 
the last twelve months. 

There is a moderate degree of thickening of the skin of the face. Irregular 
atrophic areas are noted on the chest and legs, surrounded by a dusky purplish 
fringe. The skin of the hands, the feet and the ankles is thin, hard and firmly 
bound to the underlying tissues. There is loss of hair and diminution of sweating 
in these areas. The fingers are boardlike in hardness and semiflexed in a fixed 
position. Telangiectasia are seen to some extent on all of the aforementioned areas. 

Dihydrotachysterol was administered (1 cc. daily) for five months, but was not 
taken with regularity. The reaction to the Sulkowitch test for calcium in the urine 
was usually positive (1 plus) during treatment. The patient thinks that swallowing 
is somewhat easier and that the skin of his fingers is not as tight. The calcium 
content of the blood serum was normal before therapy with dihydrotachysterol 
and after five months of this medication; the serum phosphorus decreased from 
3.5 mg. to 2 mg. per hundred cubic centimeters (normal 3.0 to 4.5 mg.). 


Generalized, Progressive Scleroderma. Presented by Dr. Grorce E. Morris, 
Boston. 


A 42 year old white French-Canadian housewife, G. L., has generalized cutaneous 
changes of eighteen months’ duration. The first manifestation was painless ulcers 
on her finger tips and heels, which required several months to heal. During the 
past year there has been mild generalized itching accompanied with darkening of 
the skin and progressively increasing stiffness of the hands and feet. It has been 
difficult for the patient to open her mouth for the past six months. Shallow ulcers 
have continued to appear on the finger tips, knuckles, toes and ankles; as these 
heal, the surrounding skin becomes thick and hard. 

The Hinton reaction of the blood was negative. The white cells of the blood 
numbered 10,600 per cubic millimeter; the differential smear was normal. The 
urine was normal. The reaction to the Sulkowitch test was positive (1 plus). The 
chloride content of the blood serum was 74 milliequivalents per liter (normal 100 
to 106); the sodium was 133 milliequivalents per liter (normal 136 to 145), and the 
calcium was 10.8 mg. per hundred cubic centimeters. The basal metabolic rate was 
—33 per cent. Roentgen examination of the bones revealed nothing abnormal 
except mild decalcification of the small bones of the wrists. Therapy consisted of 
administration of dihydrotachysterol, 5 drops twice a day for two weeks prior to 
presentation ; the reaction to the Sulkowitch test was then 2 plus. 


Generalized, Progressive Scleroderma. Presented by Dr. S. J. Messrna, 
Boston. 

J. W., a 50 year old white American woman, a housekeeper, has a 
cutaneous disturbance involving the shoulders, chest and extremities of six months’ 
duration. These changes began on the upper part of the chest and extended to 
the shoulders; when first noted, the skin appeared somewhat darkened and thicker 
than normal. Shortly afterward the arms, thighs and legs became affected. There 
has been slow progression in all areas, with some lightening in color. 

Examination reveals irregular involvement of the upper part of the chest, 
shoulders, lateral region of the arms, anterior area of the thighs and legs. The 
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lesions vary from the size of a palm to double that of a hand and are all sharply 
defined. The skin within these areas is nonelevated, smooth, ivory colored and 
thickened, with a purplish border. 

A biopsy specimen revealed histologic changes characteristic of scleroderma. 
The Hinton reaction of the blood was negative. The urine was normal. The 
reaction to the Sulkowitch test was positive. A roentgenogram of the chest was 
normal. The basal metabolic rate was +10 per cent. The hemoglobin content of 
the blood was 12.6 Gm. per hundred cubic centimeters, and the leukocytes numbered 
7,900 per cubic millimeter. The calcium content of the blood serum was 11.61 mg. 
per hundred cubic centimeters when first examined. The patient then received 1 cc. 
of dihydrotachysterol daily for a period of six weeks and thereafter a dose of 2 cc. 
daily for another six weeks. The calcium content of the blood serum was determined 
at two week intervals and was not notably affected; after two months of therapy it 
was found to be 11.76 mg. per hundred cubic centimeters. Slight but detectable 
improvement has occurred. 


Localized Scleroderma (Morphea). Presented by Dr. Jonn G. Downina, 
Boston. 


A 17 year old white American girl student, B. F. L., has a dermatosis of three 
years’ duration, affecting the neck and arms. The first changes appeared on the 
right side of the neck, and at a later date the arms became involved. There has 
been little or no extension of the process since it first appeared, and the lesions have 
been essentially asymptomatic. The patient associates the onset of her disease with 
diphtheria immunization which took place three years ago. 

There are three areas of involvement: one on the right side of the neck and 
one on the lateral aspect of each arm. In the right supraclavicular region is a 
palm-sized, sharply defined, white, atrophic lesion with an ivory-colored, finger-like 
band extending to the front of the neck. The lateral aspect of each arm presents 
a linear lesion about 1 by 5 inches (2.5 by 13 cm.) in size. The skin in these areas 
is somewhat thickened and hyperpigmented. 

The Hinton reaction of the blood was negative. The urine was normal. The 
reaction to the Sulkowitch test was positive (2 plus). The calcium content of the 
blood serum was 8.95 mg. per hundred cubic centimeters. Treatment has consisted 
of administration of 0.5 cc. of dihydrotachysterol daily for ten days and thereafter 
2.5 cc. daily for a period of five weeks. After the first ten days the serum calcium 
had risen to 9.94 mg. and after one month to 9.96 mg. per hundred cubic centi- 
meters. There has been some softening of the lesions. 


DISCUSSION 


Dr. Joun G. Downinc: In these 5 cases there is probably a complete picture 
of scleroderma, with examples of the localized, linear, acrosclerotic and diffuse 
types. An unusual feature in the first case is the erythematous macules on the face 
and arms. Looking at it superficially, one might think of lupus erythematosus; 
but more careful examination reveals dilated capillaries. It is a question whether 
this indicates that the disease will rapidly become generalized. I believe that this 
vascular dilatation warns of accelerated progress. The patient also has signs of 
Raynaud’s disease. For three years before the onset she was a punch press 
operator, and one encounters considerable vibration in this occupation. During the 
war there developed numerous cases of “dead fingers” among persons working 
with various vibrating tools. Two of today’s patients improved slightly while 
taking dihydrotachysterol (“A.T.-10”). When first examined, the 50 year old 
woman (J. W.) showed many lesions of morphea type, surrounded by a wide 
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violaceous band of edema. Shortly after she took the dihydrotachysterol this edema 
disappeared and the violaceous color was replaced by pigmentation. The 17 year 
old girl (B. F. L.) with morphea has improved. This could be spontaneous involu- 
tion, but it seemed:to follow too soon after the treatment to be a coincidence. | 
have used thyroid extract in a few cases of localized scleroderma with good results. 
One girl with linear involvement of one arm was treated with neostigmine with 
apparent cure. One cannot say that dihydrotachysterol (“A.T.-10”) therapy is the 
only treatment, because success has also followed-other therapy. 

Dr. E. F. Finnerty (by invitation): My co-workers and I have been studying 
the action. of dihydrotachysterol and the occasional association of scleroderma with 
hyperparathyroidism. In the latter there is probably an increase in the viscosity 
of the blood causing some anoxia of the tissues. In hypoparathyroidism there may 
be vasospasm resulting in the same tissue anoxia. This decreased tissue oxygena- 
tion seems to be the important change, whether due to an increase in blood viscosity 
or to vasospasm. We have also studied a third group of patients with a tendency 
to hypoparathyroidism who are on a low vitamin D and low calcium diet and may 
eventually be the same as hypoparathyroid patients, with vasospasm and anoxia. 
Every patient with scleroderma should be studied to determine whether they are 
hyperparathyroid or hypoparathyroid; if parathyroid function seems normal the 
patients might fit into this third class. Blood viscosity determinations alone are 
of little value because of the wide range of normal readings, but information as 
to the amount of ionic calcium is helpful. This is found by the serum calcium and 
total protein of the same blood specimen plotted on McLean’s normogram (McLean, 
F. C., and Hastings, A. B.: Am. J. M. Sc: 189:601, 1935). 

Dr. WALTER F,. Lever: The action of dihydrotachysterol is similar to that of 
large doses of. vitamin D. In both instances there is an increased absorption of 
calcium into the blood either from the intestine, if sufficient calcium is provided 
in the diet, or from bones and tissue, if calcium intake is low. This increased 
absorption into the blood causes hypercalcemia and leads to an increased elimination 
of calcium through the kidneys. If the intake of calcium in the diet is low, both 
dihydrotachysterol and large doses of vitamin D will produce a negative calcium 
balance. Cornbleet (Arco. Dermat. & SypuH. 35:188, 1937) treated a group of 
patients with scleroderma with high doses of vitamin D. I think that it is the 
same as treatment with dihydrotachysterol. Cornbleet stated that he found in 
scleroderma a positive calcium balance, which he explained as due to the retention 
of calcium in the tissues affected with scleroderma. By giving large doses of 
vitamin D he converted the positive calcium balance into a negative calcium balance. 
He postulated that this calcium, instead of being retained in the affected areas, 
was eliminated through the kidneys. That would provide an explanation of the 
benefit one may obtain with either vitamin D or dihydrotachysterol therapy in 
scleroderma. I did not understand whether you treated patients with hyperpara- 
thyroidism as well as those with hypoparathyroidism. Did you give both groups 
dihydrotachysterol, or only the hypoparathyroid patients? 

Dr. E. F. Finnerty (by invitation): Hyperparathyroidism should be remedied 
surgically. Some of these patients have been treated for five months, and our study 
has been carried on only during the past month, so that we have too little data to 
speak more fully. 

Dr. Joun G. Downinc: I think that this work will be worth while. An 
excellent symposium on scleroderma by Burch (New Orleans M. & Surg. J. 92:6, 
1939) reviewed all of the theories concerning this disease. The first patient in 
today’s group was seen by the surgical service, and a sympathectomy was advised. 
Two of my patients have had sympathectomies; neither was improved by this 
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procedure. The tissue anoxia studies may help to determine whether these patients 
will need parathyroidectomyor sympathectomy, or perhaps neither. I believe that 
in my patients who underwent. sympathectomy and did not respond to treatment 
the disease had gone beyond the functional stage. It had become an organic disease 
of the vessels and tissues, and by the time sympathectomy was done it was too late. 
An early approach might’be beneficial. » 

Dr. M. C. Hanson (by invitation): It should be pointed out that the action 
of dihydrotachysterol (vitamin Ds) is more similar to that of parathyroid hormone 
than vitamin De, except when the latter is given in toxic doses. The serum calcium 
level apparently does not play too great a-part,:for it is usually normal as in the 
cases presented. There must be some disturbance in the ti$sues themselves that 
determines the unusual deposition of calcium. 

Dr. Francis M. THurmon: S. J. Thannhauser stated the belief that sclero- 
derma is primarily a vascular disease (personal communication). 

Dr. Apr1An H. Scorten: I would like to know what danger there is in one’s 
giving dihydrotachysterol. I understand that in the treatment of pemphigus it 
has caused some deaths. F 

Dr. E. F. Finnerty (by invitation): Dihydrotachysterol is supposed to act 
in a manner similar to parathyroid substance. It supposedly first increases the 
excretion of phosphorus in the urine, according to the Albright theories (Goodman, 
L., and Gilman, A.: The Pharmacological Basis of Therapeutics, New York, 
The Macmillan Company, 1940, p. 1287), which will diminish serum phosphorus 
and will raise the serum calcium and so increase the calcium output in the urine. 
Also, presumably it acts directly on the bone by removing calcium as parathyroid 
hormone does, and the toxic effects would be similar to hyperparathyroidism. 

Dr. WaLTER F. Lever: Several years ago I treated patients with pemphigus 
by large doses of dihydrotachysterol (Arco. Dermat. & Sypu. 43:341, 1941), 
but in recent years have used large doses of vitamin D instead (New England J. 
Med. 231:44, 1944). Both drugs, if given in excess, cause the same toxic mani- 
festations: excessive hypercalcemia and renal insufficiency. Excessive hyper- 
calcemia may progress to coma and death. The renal tubules may be blocked by 
calcium deposits, resulting in an elevation of the nonprotein nitrogen of the blood 
serum. An elevation of the. nonprotein nitrogen to 40 or 50 mg. per hundred cubic 
centimeters is reversible. If large doses are continued, the blocking of the tubules 
may lead to uremia and death. The safest way to prevent damage from. dihydro- 
tachysterol or vitamin D is to check the serum calcium and nonprotein nitrogen 
every five days. A dose of 1 to 2.5 cc. of 0.5 per cent dihydrotachysterol daily 
would not cause harm in young patients, but, in old persons, in whom the capacity 
of the kidneys is less, or in patients whose renal function is already impaired, this 
amount might be dangerous if given for a long period of time, 

Dr. M. C. HANson: Would you consider a sudden rise in the calcium a danger 
sign? Is it constant? 

Dr. WaLTeER F. Lever: The rise of the serum calcium and nonprotein nitrogen 
is gradual, not sudden. If the serum calcium rises to 13 mg. per hundred cubic 
centimeters, or the nonprotein, nitrogen rises to 45 mg. per hundred cubic centi- 
meters, the dihydrotachysterol should be temporarily discontinued. For several 
days after the omission of dihydrotachysterol the serum calcium and nonprotein 
nitrogen may continue; then they will gradually return to normal, usually 
within two weeks. 

Dr. ALFreD HOoLLANper, Springfield, Mass.: In regard to the toxicity of 
dihydrotachysterol it will be worth while to read the papers of F. Holtz of 
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Germany, who has done more work with it than anyone in this country (Arch. f. 
exper. Path. u. Pharmakol. 174:51, 1933; Arch. klin. Chir. 177 :32, 1933; Deutsche 
Ztschr. f. Chir. 242:521, 1934; Klin. Wehnschr. 13:104, 1934, and Deutsche med. 
Wchnschr. 15:560, 1934). 


A Case for Diagnosis (Pemphigus Vegetans? Dermatitis Herpetiformis? 
Pityriasis Lichenoides et Varioliformis Acuta?). Presented by Dr. C. 
Guy Lane, Boston. 


A Case for Diagnosis (Eosinophilic Granuloma of the Skin? Drug Erup- 
tion? Lupus Erythematosus?). Presented by Dr. Joun G. Downrne, 
Boston. 


Gangrene of Toes, Due to Raynaud’s Disease. Presented by Dr. H. Bertram 
ULLIAN, Everett, Mass. 


Mycosis Fungoides. Presented by Dr. Jonn G. Downine, Boston. 


DISCUSSION 


Dr. Joun G. Downinc: I recently presented a case of lymphoblastoma treated 
with radioactive phosphorus (ArcH. DerMat. & SypnH. 57:601 [March] 1948). 
The woman was suffering with itching, burning and loss of sleep. After she was 
given radioactive phosphorus, there was a remarkable response of the skin and 
she was very comfortable, but aplastic anemia developed and the patient died two 
months ago. Since then my co-workers and I have treated 2 more patients with 
mycosis fungoides with the same agent. It is our opinion that radioactive phos- 
phorus should be used only when the disease is in the advanced stages and 
everything else has been tried. Any means of therapy, such as radioactive 
phosphorus, that will lengthen life by two or three years with more comfort is 
justifiable. In a case like this, when the skin is apparently in fairly good condition, 
it is better not to use radioactive phosphorus but to use therapy that we have used 
for years, with which patients have obtained a certain amount of relief, such as 
roentgen radiation. When there is no further response to roentgen therapy, it 
would be jusiifiable to use radioactive phosphorus. In time, we will know more 
about the use of this medication and may achieve better results. 

Dr. Francis M. THurMon: The same situation exists with respect to nitrogen 
mustard, which is now being used for blood dyscrasias. I have seen it employed in 
2 cases of mycosis fungoides without benefit. 


A Case for Diagnosis (Syphilis of Skin, Tertiary?). Presented by Dr. F. M. 
THURMON, Boston. 


Erythroderma Ichthyosiforme Congenitum in a 17 Year Old Boy. Pre- 
sented by Dr. Jonn G. Downine, Boston. 


A Case for Diagnosis (Urticaria Pigmentosa?). Presented by Dr. Ropert 
H. Gorprars, Boston. 





